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PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THERAPY 


“The most effective form of psychotherapy is to demonstrate to the patient that his 
seizures can be adequately controlled by the use of anticonvulsant medication.” 


REQUISITE FOR THERAPY: 


THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
effective anticonvulsants for most clinical need: 


bibliography: (1) Carter, S. M.: M. Clin. North America: 315 (March) 1953. (2) Chao, D. H.: Ibid., p. 465. (3) Good- 
man, L, S., & Gilman, A.: The Pharmacological Basis of Therapeutics, ed. 2, New York, MacMillan Company, 1955, 
p. 187. (4) Davidson, D. T., Jr., in Conn, Hl. E: Current Therapy 1958, Philadelphia, W. B. Saunders Company. 
1958, p. 568. (5) Zimmerman, F. T.: New York J. Med. 55:2338, 1955. (6) French, E. G.; Rey-Bellet, J., & Lennox, 
W. G.: New England J. Med. 258:892 (May 1) 1958. 
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FOR CONTROL OF GRAND MAL 
AND PSYCHOMOTOR SEIZURES 


DILANTIN ‘kapseats° 


“\+»DILANTIN Sodium is the most useful nonsed- 
ative anticonvulsant.”2 

“Coincident with the decrease in seizures there 
occurs improvement in intellectual performance. 
Salutary effects of the drug on personality, mem- 
ory, mood, cooperativeness, emotional stability, 
amenability to discipline ... are also observed, 
sometimes independently of seizure conirol.”3 
The drug of choice for control of grand mal and 
of psychomotor seizures, DILANTIN Sodium (di- 
phenylhydantoin sodium, Parke-Davis) is supplied 
in many forms including Kapseals of 0.03 Gm. and 
of 0.1 Gm., in bottles of 100 and 1,000. 


PHELANTIN kapseats 


“When it has been demonstrated that the com- 
bination of Dilantin and phenobarbital is helpful 
in a patient and that these drugs are well tolerated, 
the use of a combination capsule, PHELANTIN, is 
often a great morale builder because it enables 
the physician to reduce the total number of pills 
or capsules the patient is required to take, It is a 
cheaper form of prescription and it also prevents 
the patient from manipulating the dosage of his 
drugs. 

PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles 
of 100. 


FOR THE PETIT MAL eet 


MILONTIN' kapseats- susPENSION 


After five years of study, using MILONTIN in a 
series of 200 patients with petit mal epilepsy, one 
investigator reports: “Results confirm our previ- 
ously published data on a smaller number of cases 
and show that MILONTIN is an effective agent for 
the treatment of petit mal epilepsy... relatively 
free from untoward side effects.”5 

MILONTIN Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. Suspension, 250 mg. 
per 4 cc., 16-ounce bottles. 


CELONTIN  kapseats 


In a recent study, 76 patients were treated with 
CELONTIN for periods up to two years. Included 
in this group were 34 patients with psychomotor 
seizures, 29 with petit mal, and 13 with other 
types. Forty per cent had marked benefit with 
CELONTIN (less than half their previous number 
of seizures), and all but 35 per cent experienced 
some degree of improvement. Marked benefit was 
obtained in 55 per cent of patients with petit mal 
and in 33 per cent of those having psychomotor 
seizures.® 

CELONTIN Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


ca“ 


PARKE, DAVIS & COMPANY [Py 
DETROIT 32, MICHIGAN = 
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bronchia 
asthma 


DEXAM ETHASONE 


treats more patients more effectively 


a new order of magnitude in corticosteroid effectiveness 


a new order of magnitude in margin of safety | 

A dramatic pattern of good to excellent improvement is reported with 
DECADRON in 90 percent of 153 patientst with acute, chronic and 
emphysematous bronchial asthma. 


yAnalysis of Clinical Reports. 
DECADRON is a trademark of Merck & Co. lnc 


MERCK SHARP & DOHME 
~ DIVISION OF MERCK & CO, Inc., PHILADELPHIA 1, PA 
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Doctors, too, like “Premarin? 


_ doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 


4 
; 


ADVERTISEMENTS 


key to Kents popularity 


In 1958, Kent made the greatest gain in 
popularity ever recorded by any filter 
cigarette in any year—a sales increase of 
20-billion cigarettes. 

Behind this popularity is a story of 
months and years of research, perfecting 
theremarkable combination of filter action 
and flavor found in today’s Kent cigarette. 
In developing Kent, Lorillard research 
scientists recognized that smokers wanted, 
on the one hand, a really satisfying taste; 
on the other, reduced tars 
and nicotine. In addition, 
smokers demanded a free 
and easy draw. 

These, then, were the 
objectives. The first sci- 
entific breakthrough in 
the project was the de- 
velopment of the exclu- 
sive Micronite filter, 
patented by Lorillard. 
This filter was created 
because of newly-discov- 
ered principles in the field 
of filtration, which have 


been previously described in these pages. 

Though this filter satisfied everyone on 
its ability to reduce tars and nicotine to 
the lowest level among the largest selling 
brands, there was still work to be done in 
the areas of taste and draw. After addi- 
tional months of research, a new tobacco 
blend was developed which delivered rich 
taste after the smoke had passed through 
the filter. Next in the series of laboratory 
triumphs was a method of improving the 
draw to compare with the 
most free-drawing of all 
filter brands. 

The rest of the Kent 
story is a legend in the 
tobacco industry. Out- 
side, independent re- 
search studies confirmed 
the fact that Kent had 
achieved its objectives. 
Smokers responded. In 
fact, during the past year, 
more smokers changed to 
Kent than to any other 
cigarette in America. 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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ypertension 
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See case history of this patient 


on. following pages 


highest fluid yields, 
lowest blood-pressure levels 
yet achieved with oral 

diuretic-antihypertensive 
therapy... 
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(hydrochlorothiazide CIBA) 
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day 


Ath day 


INDICATED IN... congestive heart 

failure « hypertension « hypertensive 
vascular disease « premenstrual edema 
* toxemia of pregnancy « edema of 
pregnancy « steroid-induced edema 

nephrosis « nephritis 


Record of patient with congestive failure, 
treated at a leading Philadelphia hospital. 
Photos used with permission of the patient. 


marked pitting 
edema (4+) 
cleared in 4 days 
\ with Esidrix 


ESIDRIX IS 10 TO 15 TIMES MORE ACTIVE THAN CHLOROTHIAZIDE 


DOSAGE: Esidrix is administered orally in an average 
dose-of 75 to 100 mg. daily, with a range of 25 to 200 
mg. A single dose may be given in the morning or 
tablets may be administered 2 or 3 times a day. 
SUPPLIED: 

Tablets, 25 mg. (pink, scored) ; 


bottles of 100 and 1000. Tab- 
lets, 50 mg. (yellow, scored) ; C IBA 
bottles of 100 and 1000. 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral cocsse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4-++) of pretibial 
and ankle area. Admission diagnosis: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1-++ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


By 3/11, patient's weight had dropped 
2 more pounds. Ankle edema and lung 
rales were gone. Patient tolerated cys- 
toscopy fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. Ambulatory on the 4th day 
of Esidrix therapy, L.S. visited his neigh- 
bors down the hall, played checkers 
with another patient. On 3/14 he was 
discharged. 


Patient. L.S. 
Date 3/4 3/5 3/6 3/7 3/8 3/9 3/10 3/11 3/12 3/13 
Urinary 

Output (mi.) 240 690 960 2140 1230 660 1220 1350 ~= -- 
Weight (Ibs.) 139 -- 136 134 
0 50 100 100 100 50 100 


TM. 


ESI il (hydrochlorothiazide CIBA) 


= relieves edema in many patients refractory to other diuretics’ 
often produces greater weight loss than parenteral mercurials 
or chlorothiazide’ 


= provides a greater average reduction in blood pressure than chlorothiazide® 


and Likoff, W.: Am. Cardiol. Feb. 1959. 2. Clark, G. M.: Clinical report to CIBA. 
3. Dennis, E. W.: Clinical report to isa om 


is exceptionally safe ... reduces the likelihood of electrolyte imbalance 
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et Never a flavor like this in an antibiotic suspen- 
Me Se sion. A new achievement in pharmaceutical ele- 
gance —a ready-mixed, stable suspension so sweet 


and good you can’t tell it’s “medicine.” 


No bitterness, no unpleasant aftertaste —just 


new 


Er af thr omycin pure, sweet citrus flavor. 
desig ned especially Never an antibiotic better proved against every- 
day coccal infections. After millions of pre- 
fe or children q scriptions, an unparalleled safety record. 
ad High, peak blood levels within one hour—plus 
di nearly 100% effectiveness against coccal infec- 


tions. And, unlike broad-spectrum antibiotics, 
EryTHROCIN is classed as a bactericidal agent. 


. Indications: Against staph-, strep- and pneumo- 
an cocci. Especially useful when patients are allergic 
oN to penicillin or other antibiotics. Dosage: For 
: children, 30 mg./Kg. per day. Adults, 1 to 2 Gm., 


CITRUS -FLAVO RED depending on severity of infection. Supplied: In 


60-cc., pour-lip bottles. Each 5-cc. teaspoonful. 


If you're concerned with blood levels... 

Range of blood levels obtained from one dose of 
400 mg. EryTurocin Suspension. Medication was ad- 
ministered to 30 volunteer adults, and represents a 
dosage of approximately 6 mg./Kg. Bars show ranges 


ETHYL SUCCINATE 


XY —continuous line indicates medians. 
~ 
| 
mcg./ml. 
20.48 


@ERYT Cc ABBOTT 905105 


: 
a 
10.24 
5.12 
2.56 
1,28 


ADVERTISEMENTS 


For every topical indication, 
a Burroughs Wellcome ‘SPORIN’... 


Combines the anti- 


y inflammatory effect 
of hydrocortisone with | 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


O1nTMENT: Tubes of % oz. and }% oz. (with applicator tip) for ophthalmic or 


dermatologic application. 
Oric Drops: Bottles of 5 cc. with sterile dropper. ; 
Provides comprehensive ® 
bactericidal action 
effective against virtually 
all bacteria likely 
to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 4 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 


NEW LoTIoN: Plastic squeeze bottles of 20 cc. 
OWDER : er-to es m. 
P Shaker-top bottles of 10 G 


4 ® Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. | ‘7 


OINTMENT: Tubes of 4 0z., 1 oz. and % oz. (ophthalmic tip). 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y, 
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REACHING FOR 


9B’s NEARLY PUT ME 
ON THE SHELF... =a 


Before the day was 
over, | could 
hardly stoop to push 


P CT COdaN Tablets 


‘Salts of and Homatropine, plus APC 


I called my 


doctor that night 3 
and picked up 
ACTS FASTER — usually within 5-15 minutes. the tablets he 
LASTS LONGER — usually 6 hours or more. MORE prescribed. 


THOROUGH RELIEF — permits uninterrupted sleep 
_ through the night. RARELY CONSTIPATES — excellent | 
for chronic or bedridden ‘patients. VERSATILE — new | 
‘demi’ strength permits dosage flexibility to meet each 
patient’s specific needs. PERCODAN-DEMI provides the 
PERCODAN formula with one-half the amount of salts of 
dihydrohydroxycadeinone and homatropine. 


AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit- 
forming. Federal law permits oral prescription. 


PERCODAN* Tablet contains 4.50 mg. 
dihydrohydroxycodeinone hydrochloride, 0.38 mg. The pain went away 
dihydrohydroxycodeinone terephthalate, 0.38 mg. fast—in just 15 minutes 
terephthalate, 224 mg. acetylsalicylic acid, 160 me. 4 —and I was back on 
phenacetin, and 32 mg. caffeine. the job the next 
morning! But not one 
9B customer came 


AND THE in the whole day! 
WENT AWAY FAST - 


® Literature? Write 
Endo ENDO LABORATORIES 
Richmond Hill 18, New York 


Pat. 2,628,185 
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the concentrations used 


ADVERTISEMENTS 


concluded that 
the addition 

buffering agents 


Serves clinically 


detectable useful purpose” 


‘Sadove, MaxS. and Schwartz, Lester: An Evalua- 
tion of Buffered Versus Nonbuffered Acetylsalicylic 
Acid, Postgraduate Medicine; 24:183, August, 1958. 


Nonbuffered Material Used—Bayer® Aspirin. 
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the pattern of 


POTENTIATED 
TETRACYCLINE 


therapy 


COSA- 


capsules 

125 mg., 250 mg. 

oral suspension 

orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 ee.) 


pediatric drops 

orange flavored, 10 cc. bottle (with 
calibrated drop er), 5 mg. per drop 
(100 mg. per ec. 


ePfizery Science for the world’s well-being 
PRIZER LABORATORIES 


Rapid and high initial Division, Chas. Pfizer & Co., Ine, 
eventful recoveries. Glucosamine ntiation : Brooklyn 6, N. Y. 
bra cline available with oral therap tox Ine-potentiated 


tetra cycline : i 
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From basic research—basic progress 


NEW MEASURE ACTIVITY 


| 


IN EDEMA: 


gw Shows greater oral effectiveness than any other 
class of diuretic agent 

gw each 25 mg. HYDRODIURIL orally is equivalent 
to 1.6 cc. meralluride 1.M. 


gy has been reported to be effective even in patients 
who do not respond satisfactorily to other diuretics 


g has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


gw low toxicity—extremely well tcierated 


gw Often achieves the benefits of a low salt diet 
without the unpleasant restriction 


indications: Hypertension, congestive heart failure of all degrees of sever- 
ity, premenstrual syndrome (edema), edema and toxemia of 
renal edema—nephrosis, nephritis; cirrhosis 
with ascites, drug-induced edema, and as adjunctive ther- 
apy in the management of obesity "complicated by edema. 
dosage: In edema—one or two 50 mg. tablets of HYDRODIURIL 
once or twice a day. 
In hypertension—one or two 25 mg. tablets or one 50 
mg. tablet HYDRODIURIL once or twice a day. 
supplied: 25 mg. and 50 mg. scored tablets i: oe (Hydro- 
chlorothiazide) in bottles of 100 and 1,000. 
*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC, 


Additional information on HYDRODIURIL is available to the 
physician on request. 


‘bibliography: 1. Esch, A. F., Wilson, 1. M. and Freis, E. D.: 3,4-Dihydro- 
chlorothiazide: Clinical Evaluation of a New Saluretic A ent. 
M. Ann. District of Columbia 28:9, Jan.) 
1959. 2. R. V.: The Clinical Pharmacology of Hydro- 
chorothiands Sauter Med. J.52:40, (Jan.) 1959. 3. Fuchs, 

., Bodi, T., Irie, S. and Moyer, J. H.: Freliminary Evaluation 
Gee) C‘HYDRODIURIL’); M. Rec. & Ann. 

AE. :872 —. Moyer, J. H., Fuchs, M., Irie, S. and 

Some Observations on the Pharmacolo oe of Hydro- 

Am. J. Cardiol. 3:113, (Jan.) 19: 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 
highly-active derivative of chlorothiazide 
4 ® qualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight } 
insignificant in the great majority of 


HYDROCHLOROTHIAZIDE 


IN HYPERTENSION: 


® effective by itself in some patients—markedly 
potentiates other antihypertensive agents 


™ provides background therapy to improve and 
simplify the management of all grades of 
hypertension 


®@ has been reported by some investigators to have 
a greater antihypertensive effect in some 
patients than chlorothiazide at equivalent dosage 


®@ does not lower blood pressure in normotensives 


m reduces dosage requirements for other 
antihypertensive agents, often with concomitant 
reduction in their distressing side effects 


® smooths out blood pressure fluctuations 


precautions: !t is important that the dosage be adjusted as frequently 
as the needs of the individual patient demand. When 
HYDRODIURIL is used with a ganglion blocking agent, it is 
mandatory to reduce the dose of the latter by at least 
50 per cent, immediately upon adding HYDRODIURIL to 
the regimen. 

HYDRODIURIL has shown no adverse effects on renal 
function; for this reason it may be used with excellent 
tesults even in patients for whom the organomercurials 
are contraindicated because of renal damage. 

The excretion of potassium is much lower than that of 
sodium or chloride and, as is the case with DIURIL®, the 
loss of potassium is clinically bag pen in the great 
majority of patients on normal diets. If indicated, potassium 
loss may easily be replaced by including potassium-rich 
foods in the diet (orange juice, bananas, e . 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. Philadelphia 1, Pa. 


© 1959 Merck & Co., INC. 
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ADVERTISEMENTS 


HIGHLIGHTS FROM THE A.M.A. COUNCIL ON DRUGS 
REPORT ON TRIAMCINOLON 


4 


J.A.M.A. 169:257 (January 17) 1959. 


“Tt [triamcinolone] has an anti-inflammatory potency greater than an equal 
amount of prednisolone; i.e., comparable suppressive effects may usually 
be achieved with lower doses of triamcinolone than with prednisolone.” 


“Triamcinolone lacks the sodium-retaining and edema-producing effects of 
most other glucocorticoids. During the first several days of administra- 
tion, it may cause a loss of sodium from the body; an initial mild diuretic 
action is frequently observed, whether the patient is frankly edematous or 
not. This is in contrast to the definite sodium-retaining and fluid-retaining 
properties of cortisone and hydrocortisone and to amuch lesserextent with 


prednisone and prednisolone.” 


“Except in exceedingly large doses, triamcinolone apparently has no con- 
sistent effect on potassium excretion. Hence, neither sodium restriction 
nor potassium supplementation is ordinarily required during therapy with 


this agent.” 


“As with other glucocorticoids, the long-term administration of triamcino- 
lone results in definite catabolic effects, as indicated by impairment of 
carbohydrate utilization and negative protein and calcium balance. This 
catabolic effect, coupled with a lack of appetite stimulation which is appar- 
ently peculiar to triamcinolone, may produce weight loss that might be 
undesirable in some patients treated for long periods of time.” 


“...the voracious appetite, with weight gain and euphoria, characteristic 
of other steroids, is not seen with administration of triamcinolone.” 


“Triamcinolone has been used for the management of a wide variety of 
clinical conditions usually considered amenable tosystemic steroid therapy. 
These have included rheumatoid arthritis and other collagen diseases, 
allergic and dermatological disorders, certain leukemias and malignant 
lymphomas, the nephrotic syndrome, pulmonary emphysema and fibrosis, 
acute bursitis, rheumatic fever, and certain blood dyscrasias. Although 
clinical experience with the drug in some of the foregoing conditions is 
not extensive, the many similarities in action between triamcinolone and 
other potent glucocorticoids would indicate a usefulness for triamcinolone 
akin to that of other agents of this class.” 
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ADVERTISEMENTS 


“There is some evidence that triamcinolone is more effective at a smaller 
dosage than are other steroids in controlling both the skin and joint lesions 
in psoriasis, whether or not complicated by arthropathy.” 


“Triamcinolone appears to compare favorably with other steroids for use in 
those situations in which edema and sodium retention have been compli- 
cating problems.” 


“It [triamcinolone] may also be the steroid of choice for patients in whom 
psychic stimulation, euphoria, voracious appetite, and weight gain should 
be avoided.” 


“...the drug [triamcinolone] does produce the other side effects and un- 
toward reactions common to the glucocorticoids. At therapeutically equiv- 
alent doses, the frequency and severity of clinical manifestations of hyper- 
adrenalism — rounding of the face, fat deposition, and hirsutism — are 
essentially the same. Likewise, there is little indication that the relative 
incidence of osteoporosis is materially decreased after the long-term use 
of the drug.” 


“Triamcinolone apparently does not cause the euphoria sometimes seen 
with other steroids, and the occurrence of mental depressions is uncom- 
mon.” 


“Current evidence suggests that the drug [triamcinolone] may not produce 
as high an incidence of peptic ulcer as do other steroids.” 


“Cutaneous erythema seems to be a side effect peculiar to triamcinolone.” 


“The usual contraindications and precautions of glucocorticoid therapy 
should be followed in the use of triamcinolone, keeping in mind that pro- 
longed therapy with this drug will suppress the function of the patient’s 
own adrenals by interfering with the pituitary-adrenal axis.” 


Triamcinolone LEDERLE 


Supplied: 1 mg. scored tablets (yellow) 
2mg. scored tablets (pink) 
4 mg. scored tablets (white) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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22 ADVERTISEMENTS 


WHY GO ‘ROUND THIRSTY? HAVE THE 


real thirst-quencher! 


Nothing does it 
like Seven-Up! 
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ADVERTISEMENTS 


_Each Antivert tablet contains: 


Meclizine (12.5 mg.)—most effective anti- 
histaminic to control vestibular dysfunc- 
tion. 

Nicotinic acid (50 mg.) —the drug of choice 
for prompt vasodilation.?* 


Advantage of ‘‘dual therapy” confirmed: 

Menger found ANTIVERT “improved or con- 
trolled symptoms in virtually 90% of ver- 
tiginous patients.” 


Indications: Meniere’s syndrome, arteriosclerotic 
vertigo, labyrinthitis, and streptomycin toxicity. Also 
effective in recurrent headache, including migraine. 
Dosage: one tablet before each meal. 
Supplied: bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 
References: 1. Charles, C. M.: Geriatrics 2:110 (March) 
1956. 2. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
3. Shuster, B. H.: M. Clin. North America 40;1787 
(Nov.) 1956. . 

Division, Chas. Pfizer & Co., Inc. 

New York 17, N. Y. 

Science for the world’s well-being 


4 
| 
® 
a 
j 
| S 0 S 
Age 
| 
i 
‘ 
| 
ak 


NEW 


\\ 
MA 


ilcoron 


for ANGINA PECTORIS 


ORAL (tablet swallowed whole) 
for dependable prophylaxis 


SUBLINGUAL-ORAL 


for immediate and sustained relief 


Nitroglycerin 
—0.4 mg. (1/150 grain)—acts quickly 


Citrus “flavor-timer” 
—signals patient when to swallow 


Pentaerythritol tetranitrate 
—15 mg. (1/4 grain)—prolongs action 


For continuing prophylaxis patient 
swallows the entire Dilcoron tablet 
on an empty stomach. 

Bottles of 100. 


Average prophylactic dose: 


1 tablet four times daily 
(% hour before meals and at bedtime). 


Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


LABORATORIES 
NEW YORK 18,N.¥ 


Na \ Wig dual-action 
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...and one to grow on 


SRP 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. * 


REDISOL is crystalline vitamin B,2, an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 

the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 
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REDISOL 


cyanocobaliamin, Crystalline Vitamin 


LES 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


REDISOL 1S A TRADEMARK OF MERCK & CO., INC. 
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"Each Nebralin timed-retease 
‘Aablet contains: 


May be habit forming 
Mephenesiy 
brand of pentobarbital 
CAUTION: Federal law prohibits 
Mispensing without prescription: 


relaxes skeletal to overcome “fatigue-tension”. 
and conditions the body for sleep. Dorsital provides CNS 
sedation to induce sound, tolaxed sleep. The initial and 
sustaining dosages are designed to keep the amount of 
barbiturate to be inactivated at any one time at a low level 
: tapering toward morning. Evidence indicates that mephenesin 
is capable of producing sleep,’ and when combined with a _ 
barbiturate enhances barbiturate. action’:* Moreover, the 
integrated action ‘of the two components permits smaller 
dosages of each,‘ assuring your patients porees awakenings 
without “morning hangover.” 


“A Schlesinger, Tr. New York Acad. 2:6, 
Richatds, R. K., and Taylor, 1956, 
4 Shideman, Postgrad. Med. 24:207, 1958. 
Fs Pharmacol. Rev. 1:243, 


_SMITH-DORSEY adivi son of The Wander Company Lincoln, Nebraska Conada 


| It encourages muscular rela fDorsitalandmephenesin 


If one... or all... needs nutritional support.. . 


they 
deserve 


GE ' capsules—14 VITAMINS AND 11 MINERALS 


Vitamin-Mineral Supplement Lederle For Compiete Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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itching, burning, oozing, weeping 


| of and other summer 
dermatoses quickly subside 
when sprayed with 
Aerosol 


prednisolone topical 


for relief of seasonal skin disorders 


nonsensitizing METI-DERM Aerosol is 
FASTER — instant cooling relief 

SAFER—no rub-in irritation or contamination 
MORE DIRECT—reaches and penetrates 

inaccessible, hairy areas 

MORE ECONOMICAL —a single 3-second 

spray covers an area about the size 

of the hand 

MORE PLEASANT—colorless, stainless 

; PLUS the established “Meti” steroid benefits 


PACKAGING 150 Gm. spray container; 50 mg. 
prednisolone. 


ALSO AVAILABLE 


50 mg. prednisolone and 50 mg. neomycin sulfate, 
150 Gm. spray container. 


tubes of 10 and 25 Gm. 


5 mg. prednisolone and 5 mg. neomycin sulfate, 
tubes of 10 and 25 Gm. 


Meti,® brand of corticosteroids. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


405-659 
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ADVERTISEMENTS 


| Pulvules llosone, 250 me 
Intramuscular erythromycin, 100 m 


Parenteral 
Performance 
Every Pulvule 


QUALITY / RESEARCH / INTEGRITY 


ILOSONE” assures a decisive response 
in common bacterial infections 


Parenteral potency—The graph 
above shows that Ilosone provides anti- 
bacterial serum levels comparable to 
those obtained with intramuscular anti- 
biotic administration. 


Parenteral certainty—In more than 
a thousand determinations, in hundreds 
of patients studied, Ilosone has never 
failed to provide significant antibac- 
terial levels in the serum. 

The usual dosage for adults and chil- 


llosone™ (propiony! erythromyein ester, Lilly) 


dren over fifty pounds is 250 mg. every 
six hours, but doses of 500 mg. or more 
may be administered safely every six 
hours in more severe infections. For 
optimum effect, administer on an empty 
stomach. Supplied in Pulvules of 250 
mg. (For children under fifty pounds, 
a 125-mg. Pulvule is also available.) 


1. Antibiotic Med. & Clin. Therapy, 5:609, 1958, 


a from Antibiotics Annual, p. 269, 1954- 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U. S. A. 
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Fractures and GP’s 


Some Problems Encountered in Fractures 


Seen in Everyday Practice 


F. WALTER CARRUTHERS, M.D., Little Rock, Arkansas 


I am deeply grateful to you for the honor extended 
me to address the Kansas Medical Society. I shall 
endeavor to present to you, for your consideration, 
some problems in handling certain types of frac- 
tures, particularly fractures of the shaft of the 
long bones, Colles’ fractures, certain types of frac- 
tures encountered in children, Pott’s fracture with and 
without dislocation, and some other types seen in 
your everyday practices. I will also suggest to you the 
manner in which I have been able to deal with the 
different problems each presents. 

The amount of time required for fractures to unite 
varies with the different bones involved. Therefore, in 
appraising a fracture from any standpoint, one must 
see more than the fracture itself. The time element 
required in certain number of weeks should and must 
be forgotten, for too often the surgeon, as well as the 
patient, thinks only in terms of six, eight or ten weeks. 
Most doctors have patience only to wait from one 
operation to another or from one application of the 
treatment he has selected for the patient to have 
time to get well. Too often we find ourselves lacking 
in that knowledge of common “‘horse sense” or, in 
this instance, “Orthopedic Instinct,” and we are too 
prone to expect fractures to become united in four to 
six weeks. After that period of time, it is termined 
an “‘ununited fracture.” The sooner we learn to for- 
get the number of weeks required for a fracture to 
heal and cease thinking in terms of specified time, 
the sooner we will become better doctors in the treat- 
ment of fractures. 

Remember that Tallyrand once said, “Be zealous; 
but don’t be too damned zealous.” 


Presented at Annual Meeting of the Kansas Medical So- 
ciety, Kansas City, May 6, 1958. » 
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Again I would like to remind you of what Alonzo 
Clark said, ‘‘Don’t treat your patients too much, let 
them get well if they can.” 

When one is called upon to treat a fracture of any 
kind he must first have the right conception of the 
manipulation that he expects to use, along with an 
adequate conception of the immobilization which he 
has in mind and thus be able, in the end, to direct all 


A discussion of some of the difficulties 
encountered and ways in which they may 
be avoided or controlled; things to do 
and not to do, aimed at the physician in 
general practice. 


subsequent treatment of the patient to a successful 
recovery. This idea will certainly result in the success- 
ful treatment of any fracture that you may be called 
upon to treat and may avoid unnecessary operation. 
Even under ideal conditions, there are many types 
of fractures that can and should be treated more suc- 
cessfully by certain internal fixation rather than sim- 
ple manipulative procedures. We are all aware of the 
fact that most of us are too prone to want to do an 
open operation when, in all probability, the fracture 
can be treated successfully in the hands of a skilled 
manipulator by the so-called closed method. Always 
check carefully all x-rays and be sure of the fracture 
before and after reduction. I am reminded here of 
the feelings of a general practitioner who, on an oc- 
casion, remarked, “I was able to successfully treat 
fractures for over 40 years until, one day, a young up- 
start salesman came along and sold me some x-ray 
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equipment. Since then I have never been able to prop- 
erly set a fracture.’’ To this I have added—one must 
remember that the patient doesn’t walk around on his 
X-rays. 

One must naturally be possessed with a knowledge 
of bone surgery and must be in a position at all times 
to apply the additional sense of proper splinting and 
proper immobilization. All of this is based on the 
proper training necessary to apply the procedure one 
expects to use. Remember, it is not the splint but the 
man behind it. 

Fractures are too individual, and the surgeon there- 
fore must have at his command basic surgical princi- 
ples, along with mechanical and other common sense 
ability in order to combat the many difficult, unseen 
and unexpected problems that may arise in any case. 
With the background of good mechanical sense, a 
familiarity of the proper principles of splinting, as- 
sociated with good surgical training, one should, 
when required of him, be able to undertake the prob- 
lem at hand, be it closed procedure or open operation, 
with more or less impunity. 

With our present day knowledge of asepsis, surgi- 
cal technique, and operative preparation one should 
not avoid an open operation if it be required. I am 
not unmindful of the fact that the general surgeon 
or practitioner not accustomed to doing bone surgery 
should be warned against attempting to operate frac- 
tures without a thorough knowledge of the procedure 
he is endeavoring to undertake. 

I am sure, however, that a skillful technique will 
permit a trained operator to apply the method neces- 
sary in doing an open operation. The principle of 
sound fixation in fracture treatment is obtained in 
most cases by suitable traction and fixation. 

Not infrequently, however, some type of internal 
fixation may be required, although the application of 
it should not be classified or recommended as a pan- 
acea for fracture treatment, but merely as a mechan- 
ical procedure often necessary in carrying out a prin- 
ciple of good fixation. 

Fractures not properly reduced and certain types of 
comminuted and oblique fractures can be treated bet- 
ter, in many instances, with the fragments held in a 
secured and fixed position, by the certain internal fixa- 
tions, combined with adequate external fixation of 
plaster or special splints. 

There are no definite rules. In other words, one 
should use the method with which he is most familiar, 
and the technique which produces the best results in 
his own hands. Never treat an open reduction of any 
kind as a simple procedure. There is none in my ex- 
perience which requires better judgment and more 
perfect technique. Do not be too prone to criticize 
unless you have tested the method in question. Ma- 
ture judgment and the results of long experience are 


necessary to determine, without trial, which fracture 
will have to be opened for proper fixation and which 
may, or can be, reduced and maintained without an 
open operation. 

Non-union occurs in some cases regardless of what 
is done, yet in a majority of cases it is due to im- 
proper fixation. Fixation is paramount and must be 
absolute and maintained over a sufficient period of 
time for union to occur. 

The basis upon which all successful treatment of 
fractures has been founded is traction applied in some 
manner. If one elects the closed method for treatment 
of fractures of the shaft of the femora in a child, Rus- 
sell traction should, in my opinion, be the treatment 
of choice except in the cases involving the extreme 
upper third of the femoral shaft. In this case, the 
overhead traction in which the limb is attached by 
Buck’s extension to an overhead bar or frame, is de- 
sirable, with sufficient weight to overcome the shorten- 
ing and angulation. In my opinion, this type of treat- 
ment has not received the general use it should. 

It is my profound opinion that every general prac- 
titioner or surgeon treating fractures should have 
among his armamentarium a Russell traction outfit, a 
Thomas splint, and a Buck’s extension equipment, 
and he should be well acquainted with their methods 
of application. They are simple, yet so effective. In 
children, their usefulness is unequaled, and they can 
be used in adult cases as well. The Thomas splint, 
the Bohler-Brauns splint and the Bryant traction are 
all worthwhile methods, especially in the treatment 
of fractures of the mid- and lower-shaft of the 
femora. 

Colles’ fractures have always been classified as sim- 
ple fractures. Of this, I have never been convinced. 
I personally believe that these fractures are of the 
most severe type for a so-called simple fracture. They 
require as much manipulation and skill as one may 
be called upon to apply in the treatment of any frac- 
ture. They are simple only in differentiation from a 
compound fracture. 

Pott’s fractures of the ankle are likewise, in many 
instances, difficult to handle, particularly when asso- 
ciated with a severe dislocation. In most instances, 
this type of case requires certain internal fixation de- 
vices for successful treatment. 

Fractures of the shaft of the forearm again present 
a most difficult type. In some instances, we can reduce 
these by closed reduction, by special traction device 
on a traction table, or by manipulation and cast. How- 
ever, in some instances it is necessary to resort to open 
operation and internal fixation. 

Fractures of the hip, namely, the intracapsular type, 
still present a difficult problem. I am inclined to fol- 
low the teachings of the late Kellog Speed. He classi- 
fies the intracapsular type fracture as an unsolved frac- 
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ture. Strides have been made towards solving its dif- 
ficulties. Internal fixation gives the best results. Again 
it requires skill and certainly should not be attempted 
by an inexperienced operator. 

Intertrochanteric fractures are an entirely different 
problem. Fortunately, the intertrochanteric is the 
most common. It is often looked upon as a fracture 
of the hip. This is not true. It is definitely a shaft 
fracture. Of the two, I frequently speak of them as 
the fortunate and unfortunate fractures. Obviously, 
fractures in the neck of the femora are unfortunate, 
while intertrochanteric fractures can be safely looked 
upon as a fortunate fracture. In many instances, this 
fracture can be successfully treated by a closed method 
of choice. In some cases, however, when resorting to 
operation, it avoids prolonged immobilization of the 
limb and bed rest. 

Fractures of the humerus in the upper, middle and 
lower thirds can be treated successfully by the Cald- 
well method, or hanging cast, in most cases. The most 
common type of displacement with fractures of the 
mid shaft is lateral angulation just below the insertion 
of the deltoid and anterior angulation due to the bow- 
string effect of the triceps. The possibility of shorten- 
ing can be controlled by the weight of the hanging 
cast. Therefore, in most instances, the closed reduc- 
tion in this manner is the treatment of choice. Com- 
plications are less common in these closed methods 
than in the open methods which are sometimes neces- 
sary. For the first two weeks I have my patients sleep 
with a light weight attached to a wire hook incorpor- 
ated into the elbow portion of the cast. Obviously, 
when up and about during the day the weight of the 
cast acts as the traction necessary for immobilization 
and fixation. If the fracture fails to unite, intramedul- 
lary nailing, and possibly bone grafting, is necessary. 

Dr. Richard T. Hudson suggests the following 
“Don'ts” when using a hanging cast in treating frac- 
tures of the humerus: 


Don’t worry about some pain and crepitation the first 
week. 

Don’t worry that the fragments move. 

Don’t let the patient disturb the length of the sup- 
port. 

Don’t apply too heavy a cast. 

Don’t neglect to see that the humerus hangs verti- 
cally. 

Don’t fail to make the patient ambulatory. 

Don’t fail to start circumduction exercises of the 
shoulder as soon as possible. 

Don’t fail to check with an x-ray after one week, 
with patient sitting or standing. 

Don’t expect the cast to reduce fractures of the 
surgical neck. 


These methods, I hope, have helped to impress up- 


on you the need for careful training, of the physician 
who assumes the responsibility for treatment of frac- 


tured bones. It is necessary, at times, to tell over and 
over again the same story, although our ideas may not 
always be in agreement. It is this difference in ideas 
and opinions that make for progress. 

A drunk was walking along the curb with one foot 
on the sidewalk and the other in the gutter. A cop 
followed him for a couple of blocks, then caught up 
with him and said, ‘Come along, Buddy. I'll help you 
home. You're drunk.” “Well thank God,” said the 
drunk. “I thought I was crippled.” 

So in our general progress, the uses of metallic 
substances, developed during a period as recent as the 
past decade, play an important role in the operative 
fixation of fractures. These metallic substances include 
chromium, vanadium and vitallium and nickle steels. 

There is probably no subject in the field of ortho- 
pedic surgery today so characterized by grave differ- 
ences of opinion as the popularized operative applica- 
tions of the different metallic gadgets for the oper- 
ative fixation of fractures. A careful study of the liter- 
ature on this subject covering the past two decades or 
more will familiarize one with the procedures which 
have been used and are used in many sections of the 
country. Personal discussion with many of the men 
who have been either for or against the uses of metal- 
lic substances has made it distinctly difficult to evalu- 
ate their uses. 

It is my opinion that the suggestions here made 
will be found to be sound, logical and meet all of the 
basic mechanical requirements needed to restore frac- 
tures anatomically. If we remember that fractures 
which I have brought to your attention must be treat- 
ed by those same principles which govern the treat- 
ment of fractures elsewhere; and too, if we remember 
that these injuries, serious as they sometimes are, can 
be greatly relieved or completely restored by the ap- 
plication of sound mechanical reasoning, a great deal 
of the apprehension felt by the surgeon and the pa- 
tient can be entirely relieved. 
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Transaminase* 


HERBERT E. ARST, M.D.,** Kansas City 


The level of glutamic oxaloacetic transaminase in 
the serum (S-GOT) of man has been well evaluated 
in recent years. The activity of the enzyme has been 
found to be elevated after acute myocardial infarction 
and hepatic cell necrosis.1, *: # This finding is of diag- 
nostic and prognostic importance in these two con- 
ditions. The normal serum levels as established by 
Karmen, Wroblewski and LaDue through their 
spectrophotometric method* has been confirmed by 
many other investigators and found to range from 
10 to 40 units.1 Work with other enzymes, most 
notable of which are glutamic pyruvic transaminase 
(GPT) ® and lactic acid dehydrogenase (LDH) ,? 
is now in progress and appears to indicate promise 
of improved diagnostic methods. 

As compared with the literature concerning serum 
glutamic oxaloacetic transaminase (S-GOT), very lit- 
tle has been published concerning the levels of this 
enzyme in the cerebral spinal fluid (CSF-GOT) of 
man. The normal range of activity of CSF-GOT has 
not been definitely established. 

The brain contains the third largest amount of 
GOT per gram of dry weight of all body tissues. The 
heart and skeletal muscle contain more, and the 
liver slightly less of the enzyme.® In spite of this 
fact, most investigators find that there is little if any 
significant elevation of GOT in the serum of patients 
demonstrating central nervous system disease. 

Siekert and Fleisher® found that of 52 patients 
with various neurologic disorders, only those with 
progressive muscular dystrophy, polymyositis and 
dermatomyositis showed elevations of GOT activity 
in the serum. Progressive muscular atrophy, myas- 
thenia gravis, neuritis and nerve section were not 
associated with elevations of S-GOT activity. Un- 
fortunately, CSF-GOT determinations were not re- 
ported in this series. 

Chinsky! found four of five patients with cerebral 
vascular accidents had normal S-GOT levels. The 
fifth patient had a high S-GOT value and exhibited 
at autopsy an area of massive cerebral encephaloma- 


* This study was made possible by a grant from the In- 
stitute of Medical Education and Research (under the di- 
rection of John W. Berry, M.D., Assistant Professor, St. 
Louis University School of Medicine, and Chief, Unit II 
Medicine) St. Louis City Hospital, St. Louis, Missouri. 

** Assistant Resident in Medicine, St. Louis University 
service (Unit II) St. Louis City Hospital, St. Louis, 
Missouri. 


Amounts in Cerebrospinal Fluid 


lacia. This patient had no abnormality of heart or 
liver tissue. Unfortunately, there were no deter- 
minations of the enzyme in the cerebral spinal fluid 
in these patients. 

In a later report by Chinsky and Sherry,!° 15 pa- 
tients with acute cerebral vascular accidents were 
studied. In 13 of these the SGOT was normal. The 
remaining 2 cases were the only ones to die and ex- 
hibited at autopsy massive areas of encephalomalacia. 


A study of the level of transaminase 
found in cerebrospinal fluid in several 
diseases involving the central nervous 
system with a view of determining its 
prognostic value. 


In both cases the S-GOT levels were elevated (64 
and 570 units). Six patients had lumbar punctures 
24 hours following the onset of their cerebral symp- 
toms and values of 6, 13, 14, 16, 23 and 44 units 
were found in the spinal fluid. Serum assays revealed 
levels of 12, 33, 36, 37, 33 and 64 units respectively. 
The value of 44 in the cerebral spinal fluid in the 
patient with 64 units in the serum is considered to be 
an elevated value for the spinal fluid, as will be 
seen later. 

The authors also evaluated a “control group” of 
eight patients and found values of 12 and 14 GOT 
units in the spinal fluid in two patients with grand 
mal epilepsy, 14 in a patient with obstructive jaund- 
ice, 15 with Bell's palsy, 20 with psychoneurosis, 22 
with metastatic brain carcinoma, 36 with meningitis 
and 36 in a patient with a positive blood serology. 

The latter two values will be considered to be 
elevated in the light of the report to follow. Chinsky 
and Sherry concluded that significant liberation of 
transaminase into the spinal fluid does not occur in 
the 24-hour period following a cerebral vascular 
accident. 

According to LaDue, Wroblewski and Karmen?! a 
“blood-brain barrier’ to the transaminase enzyme 
exists so that with central nervous system necrosis 
there is little if any significant elevation of this 
enzyme in the blood. To explain the normal serum 
levels of transaminase in Chinsky’s series, one may 
postulate the attractive, blood-brain barrier theory or 
consider the great dilution that may occur as the 
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necrotic transaminase containing material is released 
from a relatively small volume of cerebral spinal 
fluid (120 cc) into a much larger volume of cit- 
culating blood (5,000 cc). 

Neither theory, however, can explain the elevated 
serum levels found in the two patients with large 
areas of encephalomalacia. In these patients perhaps 
the blood-brain barrier threshold was exceeded, or 
probably the transaminase is absorbed directly into 
the circulation as it is after myocardial infarction, 
thereby giving a significant elevation of the enzyme 
in the serum. 

In smaller cerebral infarcts, perhaps there is ab- 
sorption of the enzyme into the spinal fluid and sub- 
sequently into the systemic circulation resulting only 
in minor elevations in the serum. Thus, abnormally 
high serum levels will not be reached due to the 
dilution factor previously hypothesized. Elevated 
levels in the CSF exist no matter which explanation 
is accepted. 

In a report by Wakim and Fleisher!? on the effects 
of experimental cerebral infarction on transaminase 
activity in spinal fluid, serum and infarcted tissue, 
it was found that injecting vinyl acetate into the 
internal carotid artery of dogs leads invariably to 
increased activity of GOT in the cerebral spinal 
fluid (average 733 per cent of pre-infarction values). 
A peak activity is obtained in the spinal fluid at 100 
hours after infarction. After this time the trans- 
aminase activity gradually decreases but remains 
above pre-infarction levels as long as two weeks. 
The level of CSF-GOT was proportional to the size 
of the infarct. Usually a relatively slight increase of 
GOT was found in the serum (average 110 per cent 
of pre-infarction values). These values, however, 
still remained well within normal range. Although 
elevations of the transaminase enzyme in the spinal 
fluid were constant findings, in the serum they were 
quite inconstant. The serum level was not pro- 
portional to the severity and extent of the infarct as is 
the level in the spinal fluid. The elevations of this 
enzyme in the spinal fluid always preceded any rise 
in the serum. 

Analysis of the infarcted brain tissue revealed a 
loss of over 80 per cent of its original transaminase 
content, a finding quite similar to that produced after 
experimental myocardial infarction.*: 5 

Wakim and Fleisher’? found that GOT activity in 
the cerebral spinal fluid of dogs averaged slightly 
more than half that in the serum. Green et al.13 came 
to a similar conclusion in their study of normal 
human controls. 

Thus far, the effects of elevations of CSF-GOT on 
serum levels have been discussed. The question now 
arises as to what effects, if any, elevations of S-GOT 
have on CSF-GOT. To answer this the report of 
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Fleisher and Wakim!* is of value. Injections of 
transaminase concentrates into the cerebral spinal 
fluid significantly increased the level in this fluid as 
expected but did not alter the level in the serum. 
When experimental carbon tetrachloride poisoning oc- 
curred in dogs, resulting in hepatocellular necrosis, 
greatly increased elevations of both GOT and GPT 
in the serum occurred. However, only slight increases 
in the cerebral spinal fluid were noted. 

The conclusion of these investigators was that 
little, if any, transfer of GOT or GPT occurs between 
serum and cerebral spinal fluid. This conclusion sub- 
stantiates the blood-brain barrier theory of LaDue, 
Wroblewsky and Karmen." 

In order to determine the effect of elevations of 
S-GOT on CSF-GOT activity, a patient suffering 
from infectious hepatitis was studied. Simultaneous 
venepuncture and lumbar puncture were done. A 
level of 1,500 units GOT was found in the serum, 
but only 9 units in the spinal fluid could be detected. 
This value of 9 is well within the normal range for 
GOT in the cerebral spinal fluid. This finding sub- 
stantiates the “blood-brain barrier” theory. Incidental- 
ly, this patient’s urine contained only 1 GOT unit 
at the time the above procedures were done. This is 
in accordance with Chinsky’s findings that the bulk 
of GOT is not excreted in the urine. 

It is the purpose of the following report to estab- 
lish the normal range of CSF-GOT values in man, 
and because a blood-brain barrier appears to exist and 
the brain being so rich in transaminase, it is felt 
that determinations of this enzyme in the spinal 
fluid rather than in the serum would be a more sen- 
sitive index of central nervous system necrosis, as 
has been established experimentally by the work 
of Wakim and Fleisher.12 Various neurological dis- 
orders will be considered with special reference to 
central nervous system disease, especially cerebral 
vascular accidents. 


Materials and Methods 


The method of determination of GOT is a 
colorimetric one devised by Reitman and Frankel.15 
All reagents were supplied by the Sigma Chemical 
Company.* It is not the purpose of this report to 
describe this method in detail. The reaction involving 
aspartic acid and alpha-ketoglutaric acid was carried 
out at 40° C. incubation using a 0.2 ml. sample of the 
material to be tested. The oxaloacetic acid formed was 
reacted with 2-4 dinitro-phenylhydrazine to form a 
hydrazone complex, the color of which deepened 


* The details of the procedure may be obtained by writing 
this company (3500 DeKalb Street, St. Louis, Missiouri). 
Request: Technical Bulletin No. 505, March 1957, “A 
Simplified Method for the Determination of Serum 
Transaminase.” 
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with the addition of 0.4 N. sodium hydroxide. A 
reading was obtained in the Coleman Junior Spec- 
trophotometer at 505 my. A control was used with 
each specimen determination as was suggested by 
Reitman and Frankel. Cerebral spinal fluid values 
were determined by exactly the same procedure as 
were those of the sera. The sera and spinal fluids 
were sent to the laboratory by the house staff of the 
St. Louis City Hospital for routine analysis. All 
spinal fluids were centrifuged and thereby separated 
from any cells present, prior to determination. This 
was done to avoid false high readings caused by the 
ted cells which are rich in transaminase. For this 
reason no xanthochromic fluid was accepted for 
assay. Spinal fluid samples were refrigerated im- 
mediately for analysis a few days later. 

Two hundred seventy-one spinal fluid determina- 
tions were made on 265 patients. These were divided 
into two major groups: 


1. Those patients considered not to have neurological 
disease, herein called the normal group. 

2. Those patients considered to have neurological 
disease, herein called the neurological disease group. 

Each patient was carefully evaluated before being 
classified in either of these groups. Both groups were 
subdivided into two separate classes as follows: 


1. The Normal Group—175 cases and determinations: 
a. Operating room patients .... 133 
b. Ward patients found not to 
have central nervous system 


2. The Neurological Group—96 determinations, 90 
cases: 
a. Cerebral vascular accident class 27 determinations 
24 patients 
b. Non-cerebral vascular accident 
66 patients 
Results 


Samples from 133 control cases were taken in the 
operating room at the time of lumbar puncture just 
prior to the injection of spinal anesthesia. Values 
ranged from 0 to 39 units with 90 per cent of them 
falling within a range of 5 to 25 units. One value of 
58 units was not used in this statistical analysis since 
it was found to be far out of range with the rest of 
the group. The mean for this group was 14.0 units 
with a standard deviation of 6.6 units. Taking twice 
this deviation, the range from the control patients was 
calculated to be from 0.8 to 27.2 units. 

Also within the control group were 42 patients 
from the wards considered to be free of central nerv- 
ous system disease. Lumbar punctures from these pa- 
tients showed a range of GOT activity from 0 to 24 
units with 80 per cent of them falling between 5 to 


19 units. The mean was calculated to be 13.1 with a 
standard deviation of 5.3. Twice this deviation would 
be 10.6 units. When using this value for deter- 
mination of the range of this group, 2.5 to 23.7 was 
found. 

As observed, there is no statistical difference be- 
tween these two normal subgroups. Thus, one may 
combine both to calculate the total mean and normal 
range. For the mean 13.8 was found with a standard 
deviation of 6.3. The normal range for CSF-GOT 
would be 1.2 to 26.4 or approximately 1 to 25 units. 

Within the neurological disease group are patients 
with cerebral vascular accidents. Twenty-seven de- 
terminations were made on 24 patients. One patient 
had four separate CSF-GOT determinations over a 
period of two weeks at roughly four-day intervals. 
These values were 18, 15, 11 and 15 units. Taking 25 
units as the upper limit of normal as determined 
above in the control group, one can see that at no 
time was an elevation observed in this patient. The 
remaining 23 patients had one lumbar puncture each. 
Their values and time intervals (i.e., time of onset 
of symptoms to the time of lumbar puncture) is seen 
in Table 1. 


TABLE 1 


CSF-GOT VALUES ON CEREBRAL VASCULAR 
ACCIDENT PATIENTS 


Case No. CSF-GOT Time Interval 
1 23 6 hours 
2 14 24 hours 
3 29 24 hours 
4 2 36 hours 
5 30 2 days 
6 13 3 days 
7 11 3 days 
8 9 3 days 
9 13 3 days 

10 38 3 days 
11 13 4 days 
12 33 7 days 
13 33 7 days 
14 16 10 days 
15 18 10 days 
16 35 14 days 
17 13 3 years 
18 4 Unknown 
19 32 Unknown 
20 15 Unknown 
: 23 Unknown 
22 13 Unknown 
23 19 Unknown 
24 18, 15, 11, 15 on same patient at 4- 


day intervals 
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From the data presented in Table 1 there seems 
to be no relationship between the height of the GOT 
value and the time interval between the onset of 
cerebral symptoms and lumbar puncture. The 27 
values, which include the four determinations on a 
single patient, range from 4 to 38 units with 85 per 
cent of them falling within a 10 to 34 range. The 
mean was found to be 19.7 units with a standard 
deviation of 9.0 units. The range was from 1.7 to 

In only eight of these 27 values, or 30 per cent 
were the CSF-GOT levels considered elevated (i.e., 
over 25 units). There is considerable overlap with the 
normal range even though the mean value is 6 units 


higher than the normal. There does not appear to be 
a significant difference with which to draw clinical 
conclusions in this series. 

In Table 2 various central system disorders other 
than cerebral vascular accidents are shown. These 
consist of 69 determinations on 66 patients. There 
are 28 disease entities illustrated, the first eight of 
which contain more than 1 patient. 

The values in this series range between 0 and 44 
with almost 80 per cent of them falling within a 
range of 5 to 25 units. There were 6 values of 45 or 
above which were not included in this statistical anal- 
ysis, as it is felt that these were too high to contribute 
to a true range in this series. The mean was calculated 


TABLE 2 


CSF-GOT VALUES ON PATIENTS WITH VARIOUS CENTRAL 
NERVOUS SYSTEM DISEASES OTHER THAN CEREBRAL VASCULAR ACCIDENTS 


lumbar puncture revealed a value of 45. 


Diseases No. Cases GOT Units 
20, 19, 15, 14, 13, 
9, 8.7,.7,7 
12, 9, 4, 0 
One patient had 32 units which fell to 14 following adequate penicillin 
therapy over 2-week period. 
4. Chronic brain syndrome due to cerebral arteriosclerosis .................. 4 16, 13, 11, 2 
7. Undiagnosed central nervous system disease 3 50, 20, 13 


One week following the determination of 50 units on a patient, a repeat 
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to be 15.5 with a standard deviation of 10.2 units. 
When using twice this deviation to determine the 
range, it was found to be 15.5 + 20.6 or —5.1 to 36.1. 
Since no negative values may exist, 0 to 35 would be 
an approximate range for this abnormal group. This 
range overlaps considerably with the normal and is 
only 10 units higher than the upper limit of normal. 
Even the mean value of 15.5 as compared with that 
of the normal mean of 13.8 does not appear to show 
a statistically significant difference upon which to base 
clinical conclusions. 

The 6 values above 45 units on 4 patients alluded 
to above and which were not included in the statistical 
analysis, deserve further comment. The patient with 
toxoplasmosis with a value of 73 had only one de- 
termination whereas the patient with cryptococcosis 
had 2 separate ones at 10-day intervals (values 84 and 
115 units) during which time his course became 
ptogressively worse. The patient with undiagnosed 
disease of the central nervous system had 2 separate 
determinations (values 50 and 45 units) at one-week 
intervals. This patient was thought to be hysterical. 
The patient with the diagnosis of cerebral atrophy 
was thought to have Alzheimer’s disease. The reason 
for the disproportionately high values of GOT in 
the 4 patients is open to speculation. 

In all the cerebral spinal fluid samples so far dis- 
cussed, no relationship between the protein level and 
the transaminase values could be found. 


Discussion 

When considering the normal range of CSF-GOT 
activity, a standard of reference must be used in order 
for these values to have meaning. The reference 
standard to be utilized shall be the familiar normal 
S-GOT mean and range. 

In our laboratory the mean value for S-GOT is 
21.2 units with a standard deviation of 8.5. The 
normal range, therefore (using twice the deviation), 
is 4.2 to 38.2. This range approximates that noted 
in the literature. In order for the reference standard 
to be valid the material and methods used for serum 
transaminase determinations must be exactly the same 
as that used for spinal fluid. This was done in the 
pfesent series and that of Green and associates.18 

The normal CSF-GOT range as established by the 
above authors in 15 patients was found to be 2 to 7 
units with a mean of 5.0. These values are much 
lower than the 1 to 25 range (13.8 mean) deter- 
mined in our series. The serum GOT range of 10 to 
20 units used as a reference standard by Green! et al. 
is also much lower than that quoted in the literature 
and in our series. 

Since the present series consists of a relatively large 
number of determinations and the serum values are 
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consistent with that of the literature, it is felt that 
the range of 1 to 25 units is an accurate reflection of 
the CSF-GOT activity in normal individuals. 

There is some contradiction between the data pre- 
sented in our group of cerebral vascular accident pa- 
tients and those in the available literature. In the 
present series only 8 out of 27 values were considered 
elevated (i.e., over 25 units), whereas in the series of 
Green and associates!’ 7 out of 11 patients showed 
significant changes in CSF-GOT activity. 

In 1 patient no rise in GOT values was found in 
the present series after 4 separate determinations 
done at about four-day intervals immediately follow- 
ing his cardiovascular accident. In 1 of Green’s pa- 
tients, 5 determinations over approximately the same 
time interval showed a steady rise in CSF-GOT ac- 
tivity. 

From the data in the present series it is thought 
that no relationship exists between the height of the 
GOT value and the time interval between onset of 
symptoms and lumbar puncture. This lack of correla- 
tion between time and height of CSF-GOT levels was 
not found in the series of Green and associates. On 
the contrary, their work showed a steady rise in ac- 
tivity over a two-week period, a finding consistent 
with that found experimentally by Wakin and Fleish- 
er. However, these investigatiors found, in a more 
recent work, that the degree of rise in spinal fluid 
transaminase in the patient suffering from cardio- 
vascular accident is much less pronounced and in- 
constant than that shown in their experimental work. 

The range of activity in the cerebral vascular acci- 
dent group is approximately 2 to 38 units. This range 
demonstrates considerable overlap with that of the 
normal and, therefore, is of little clinical significance. 
A mean difference of 6 units is also probably of little 
statistical difference. 

In the 69 determinations on 66 patients with vari- 
ous central nervous system disorders there is a wide 
range of variation within each disease category and 
also between categories. Thus little clinical signifi- 
cance can be ascribed to these values except the 2 
cases with cryptococcosis and toxoplasmosis where 
values were exceptionally high. One patient with heat 
stroke and another with spinal cord tumor showed 
elevations. Three out of 15 cases with epilepsy of the 
grand mal type showed elevations above 25 units. 
One out of 4 in each of the Parkinson’s disease and 
cerebral atrophy groups showed elevations. 

The total range of activity in these groups as com- 
pared to the normal is apparently not clinically sig- 
nificant because considerable overlap exists. There 
is no statistically significant difference when compar- 
ing the mean in each group (15.5 for the former and 
13.8 for the latter). 
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In the report of Fleisher and associates!® it was 
demonstrated that elevations of both GOT and LDH 
can occur in a number of neurologic diseases. Sig- 
nificant increases in GOT were found in both serum 
and spinal fluid of patients with cerebral vascular 
disease, head injury, degenerative disease of the 
central nervous system and convulsive disorders. In 
the latter 3 conditions, LDH was found to be higher. 
In the brain tumor group only S-GOT was significant- 
ly increased. 


Summary 


The value of S-GOT determinations in myocardial 
infarction and acute liver disease has been well es- 
tablished in recent years. It is felt by us that the 
determination of this enzyme in certain central nerv- 
ous system disorders would be of value as a diagnos- 
tic measure. A review of the literature on this subject 
is presented. 

Before a value of GOT in the CSF can be interpret- 
ed as being elevated, a normal range must be estab- 
lished. This has been done with lumbar punctures on 
175 patients found not to have central nervous system, 
hepatic or myocardial disease. The method used for 
the determination of GOT in the spinal fluid or 
serum is a colorimetric one devised by Reitman and 
Frankel. In our laboratory this method has been prov- 
en clinically to be as accurate as the original Karmen 
method. The Reitman-Frankel procedure is less tedi- 
ous, expensive and time-consuming than that of Kar- 
men. The normal range of CSF-GOT was found to be 
1 to 25 units with a mean of 13.8. The normal range 
for this enzyme in the serum using the Reitman- 
Frankel procedure is between 5 and 40 units with a 
mean of 21.2. 

The question arose as to whether increases of GOT 
enzymatic activity in the cerebral spinal fluid would 
occur after acute cerebral vascular accident in man as 
it does in the serum after acute myocardial infarction 
or hepatic necrosis since all three organs contain large 
quantities of this enzyme. 

Only 8 of 27 determinations (30 per cent) of 
CSF-GOT on patients with cerebral vascular acci- 
dents were above 25 units. There was only a 6-unit 
increase in the mean of this group as compared to the 
normal. Considerable overlap existed between both 
groups so that slight elevations of GOT activity occur 
after cerebral vascular accidents but not enough to be 
clinically significant. It appears that the production of 
experimental cerebral infarcts results in relatively 
higher values as compared to those seen clinically—a 
conclusion already established by Fleisher and asso- 
ciates. 

In the group consisting of various neurological dis- 
orders, wide variations were found within each dis- 
ease category, most of which were within the normal 
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range. The highest elevations were found in a pa- 
tient with cryptococcosis and one with toxoplasmosis. 
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Mental Health Clinic 


‘The First Cooperative Endeavor of the 
State and Community” of This Type 


CECIL R. CHAMBERLIN, M.D.,* Topeka 


“Kansas ranks third from the bottom among states 
in the amount of professional help available in state 
institutions.” 

“Kansas ranks first. APA standards call for one 
physician for over thirty patients hospitalized. Kansas 
mental hospitals have one-and-a-half for every thirty.” 

These comments of the press reflect widely known 
facts concerning the advancement in the care of the 
mentally ill in Kansas over the past decade. Since 
1948 stories of the changes in the state mental insti- 
tutions have appeared throughout most of the country. 
This change may be observed at other levels. A re- 
newed interest in help for emotional ills has shown 
itself not only in our state hospitals, but also at the 
community level. Perhaps the community outlook has 
not yet had the widespread publicity that the other 
advances have had, but it is not as old. One of the 
brighter beams of this new light on mental health is 
the topic I want to discuss here—the Community 
Health Clinic. To give you a picture of this program 
and the part played by our state hospitals, I shall de- 
scribe the first cooperative endeavor of the state and 
community, the Riley County Mental Health Center 
in Manhattan, Kansas. 

November 19, 1956, was the date of the official 
opening of the center, but this was also the date of the 
end of a phase of planning. Six years of work and 
many ideas had gone into making this “‘official open- 
ing date” possible. These pioneer attempts to do new 
things were not without hardships and disappoint- 
ment. 

The County Mental Health Association began a 
long process of community education with films, 
talks, and various group meetings, helping the com- 
munity to understand their mental health needs and 
how such a center would help fill these needs. Com- 
munity organizations had to be contacted for moral 
and financial support, committees and boards had to 
be organized, goals had to be set. Prevention and 
treatment of mental illness headed the list of these 
goals. Community education and planning for better 
mental health, also on this list, were begun six years 
before November 19, 1956. The community felt, if 


* Resident Psychiatrist, Topeka State Hospital. 
Presented at Psychiatric Meeting in Kansas City on May 
$; 1957. 


these goals were met, that the crippling and severe 
psychiatric disorders could be prevented, that many 
people could be kept in society and out of mental 
hospitals, and that the cost of mental illness could 
thus be reduced. In order to achieve its end, the com- 
munity program called for a professional psychiatric 
team—psychiatrist, psychologist, and social worker— 
to be made available at the local level. The sources 
of income necessary to embark on such a course were: 


A summary of the difficulties of es- 
tablishing this first cooperative mental 
health clinic, and the ways in which they 
were overcome, together with a sum- 
mary of the numerous services offered, 
and a look at the value it has for the 
community. 


(1) The County Department of Social Welfare, (2) 
The State Board of Health, (3) Estimate of Fees, (4) 
Voluntary Contributions. 

With this groundwork laid, a full time psychiatric 
social worker was employed as administrator and the 
center was opened in the county hospital. The loca- 
tion was later changed to a centrally located suite of 
offices in the downtown area. This change of location 
resulted in a definite change of community attitude 
toward the center. The center ceased to be a child or 
arm of the hospital and assumed its own identity. 
With this change came an increase of referrals, espe- 
cially from community agencies and individuals them- 
selves. 

One of the unique features of the Mental Health 
Center is the type of cooperation that exists with the 
state and especially the state hospital system and To- 
peka State Hospital. The Center was the first such 
venture in this state and perhaps in the nation. For 
the first time, a state hospital loaned its staff to a 
county to act as staff on the local community level. 
Difficulties arose early because there were no specific 
laws authorizing such a loan. This cooperation was 
thus ended and for a time the Center was able to get 
some consultation on a part time basis from other 
sources, but this situation proved to be unsatisfactory 
and again the Center was without psychiatric help. 
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Two laws were then passed by the Legislature which, 
(1) gave permission for the State Department of In- 
stitutions to help set up such a center—in other words, 


to officially authorize the loan of staff of Topeka State. 


Hospital, and (2), authorized the City-County Board 
of Health to levy a quarter mill tax for the support of 
such a Center. In July, 1957, the Topeka State Hos- 
pital sent a psychologist and two psychiatrists to Man- 
hattan under these new laws. 

At present, the Mental Health Center has been in 
operation for one-and-one-half years, providing a 
wide variety of professional services to individuals, 
families, agencies, and the community at large. There 
are no residency requirements for eligibility for these 
services and the fees are based on the person’s ability 
to pay. 

The services offered by the Center include the fol- 
lowing: 


A. Screening all types of psychological and emotion- 
al, family and individual problems—done by the 
psychiatric social worker. 

B. Evaluation of psychological problems of adults 
and children—done by the entire professional team. 

C. Psychological testing related to problems of 
evaluation, learning, and job placement. 

D. Child guidance to parents having difficulty with 
children’s social adjustment, school development, emo- 
tional disturbances, mental retardation, and physical 
handicaps. 

E. Assistance with emotionally disturbed children. 

F. Marital counseling. 

G. Psychotherapy and case work for emotional dis- 
turbances of adults. 

H. Counseling services to families of mentally ill 
persons concerning problems of planning for hospitali- 
zation and adjusting themselves to the changes during 
and following a patient’s hospitalization. 

I. Follow-up counseling services and treatment for 
patients returning from psychiatric hospitalization to 
assist them in a smoother return to family, friends, and 
community life, when further psychiatric care is recom- 
mended. 

J. Community educational service—talks and sem- 
inars on various phases of mental illness and health 
to agencies and groups in the community. 

K. Consultation with professional persons or agen- 
cies, such as ministers, teachers, and employers, con- 
cerning the mental health aspects of their work. 

L. Community planning—participation with various 
community groups concerned with efforts to meet better 
the problems of mental health on a broader scale. 


Throughout this paper, I have been referring to a 
mental health center, instead of a clinic. This name 
was chosen because of these latter services, to in- 
dicate that more than clinical services are available, 
that this center is indeed for the mental health of the 
community. 
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Earlier I mentioned the state and community co- 
operation in this Center. Today a staff from Topeka 
State Hospital spends one day a week at the Center. 
Their time is spent in testing, evaluating, consulting, 
and treating individual and community mental health 
problems. There is a close liaison with the com- 
munity’s doctors who refer many cases to the Center. 
This close working relationship has been expanded 
to include many community agencies. In addition to 
physicians, referrals have come from family members 
and individuals themselves, the clergy, the schools, 
and health and welfare agencies. 

This community cooperation has resulted in the 
first year in 94 new cases being opened for service 
at the Center. Seventy of these were closed within 
the first year. Since mental illness rarely if ever affects 
only the individual, but also family members and 
associates, it was estimated that these services to these 
94 directly or indirectly affected the lives of over 
360 people. An average of twenty hours a month was 
devoted to community education. As the second year 
progresses, these figures have continued to increase. 

What does this activity in Riley County mean for 
the mental health of that area, the state hospitals, 
and Kansas? Has this new approach to an old 
problem answered any questions? Yes, I think it has. 
Since professional psychiatric help is now available 
at the county level, early treatment and prevention of 
mental illness has become possible. 

What about the community? Will the state have 
to continue to fill staff posts on a part time basis? 
I think the answer is that it will not be necessary. As 
the community realizes how such a center is able to 
fill its mental] health needs, the importance of having 
a full time psychiatrist in the community will become 
clear. This community has become aware in the past 
year of the need for such services. Their willingness 
to meet these needs has increased with their aware- 
ness. 

With the necessary laws passed and an example set, 
a stronger light on one of the approaches to mental 
health has been lit. One more way for communities 
to deal with their problems in mental illness has be- 
come apparent. 

The Riley County Mental Health Center in Man- 
hattan has now been in operation for almost two 
years. It took a number of years to prepare for such 
a Center and its growth has not been easy. In a 
unique way, the state and state hospital have had an 
important role in assisting this center. This method 
of working together can now, by law, be used else- 
where. Kansas has made headlines in the past decade 
with the changes in her mental institutions. This 
activity in Riley County is one of the signs that these 


changes can continue on other levels. 
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School Health 


The Physician’s Role in Educational Activities in Kansas 


WILLIAM H. CROUCH, M.D., Topeka 


Most of the physician’s life work is relegated to 
the diagnosis and treatment of disease. However, in 
dealing with children, both in the office and in the 
community, the physician must and does assume re- 
sponsibility for maintenance and protection of the 
health of the child. This maintenance and protection 
of the health of the child is a concern of every prac- 
ticing physician as well as of educators, public health 
workers, and dentists. Each profession has its role. 
The results of the services of each profession become 
increasingly effective as each person assumes his re- 
sponsibility along with the parent in protecting the 
child’s health and well being. 

We in Kansas, then, turn to a team-work type of 
activity in the field of school heaith. We include 
parents, teachers, physicians, dentists, nurses, and 
representatives of voluntary health and civic organi- 
zations, working together as a big team to foster 
improved activities in school health. 

This team coordinates its activities in the com- 
munity, develops mutual understanding between 
the professions, differentiates responsibilities of vari- 
ous individuals on the team, recognizes local needs, 
and develops procedures to meet them with local 
resources. 

Reflecting casually about this subject, the physician 
might limit his thoughts to the physical examination 
or the health appraisal of the child and to the ad- 
ministracion of prophylactic immunizations. Nothing 
could be farther from reality. These activities are 
only a minute part of the total field of school health. 


What Is a School Health Program? 


The school health program is divided, on theoreti- 
cal grounds, into three general overlapping areas: (1) 
health instruction, (2) healthful environment, and 
(3) health services. 

A. Health instruction is primarily the educator's 
responsibility. However, the physician’s role should 
become that of the consultant. He should advise the 
educator on health subjects to be taught, the validity 
of sources, and the accuracy of subject matter, as well 
as on the timeliness of health and medical informa- 
tion. Physicians, hospital personnel, and community 
health workers are used as teaching aids in schools. 

B. The second large sub-division of such a pro- 
gram is that of healthful school environment. Here 


the responsibility is primarily that of educators, but 
it is shared by the Health Department. The latter 
agency acts under the existing law, local and state. 
Again, the local practicing physician can serve as a 
consultant in this area. Certainly he needs to know 
the scope of health environment in the schools. The 
more obvious aspects of a physical environment con- 
cern adequacy of lighting, cleanliness of rooms and 
of lavatory facilities, a program for preventing in- 
fectious disease, custodial care, physical and mental 
health of teachers, safety of school children on the 
playground, safe playground equipment, protection 
of the child going to and from school, and adjust- 
ment of school activities to meet the needs of the 
child, not only the healthy one but the handicapped 
one also. 

C. When considering health services in the school, 
the physician becomes vitally interested as he is often 
forced to participate in this activity. He has the major 
responsibility here especially, and almost totally is 
the responsibility his in the realm of diagnosis and 
treatment of illness found in school children. He 
cannot perform this function alone, without the co- 
operation of other members of the team. For maxi- 
mum effectiveness, each profession must recognize 
the abilities of the others and be willing to allow 
them to perform their share of the work. There are 
several important divisions of school health services: 

1. The physical educational program and athletics 

2. Emergency care of illnesses and injuries on the 
school premises 

3. Control of communicable disease 

4, Health appraisal and screening procedures 

5. Recognition of health needs of the child and a 
follow-up program designed to supply these needs. 

It is obvious, then, that the physician must be a 
member of the team in the field of direct health 
services. It is also obvious that other members of the 
team must be present and functioning for an ade- 
quate program in health services. 

Each child in Kansas should have a complete med- 
ical appraisal to determine his physical, mental, and 
emotional status at the onset of his schooling. He 
should also be given the benefit of repeated and pe- 
riodic screening procedures such as visual and hearing 
tests. He should have good, professionally guided 
and continued appraisal by educators on the adequacy 
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of his performance. Given this knowledge, the edu- 
cator can better understand the total health of the 
child, his behavior in the classroom, and his success 
or failure in learning. The educator alone is not quali- 
fied to complete this appraisal but must act under the 
guidance of professional personnel. Here, then, comes 
an important conclusion: that the physician’s portion 
of this responsibility is best assumed by the child’s 
own personal physician in his own office, at periodic 
intervals, with knowledge of the adequacy of the 
child’s functioning in the classroom before him. For 
the best service to this child, there must be excellent 
liaison between the educator and the physician. Here 
the parent acts as a carrier of information. The teach- 
er’s knowledge of the child’s performance should 
be transferred directly to the physician. Results of 
various screening procedures in the school and infor- 
mation on the performance of the child in athletics 
and physical education, as well as in the classroom, 
should be in the hands of the physician at the time 
of the health appraisal examination. 

To allow a child to get the most out of his phys- 
ical education program, and to prevent injury, the 
advice of physicians is essential. This advice is best 
given by the pupil’s own physician. 

In the handing of emergencies, such as accidents 
on the schoolgrounds, headaches, sudden elevation 
of temperature, rashes, incidents, etc., the physician 
must be placed in the role of advisor in planning 
standing orders to be followed by educators in each 
eventuality. He should instruct faculty members as to 
their role in caring for an acutely ill child until a 
physician can be summoned. A set of standard orders 
and procedures for the handling of these emergencies, 
delineated by the practicing physician, should be in 
the hands of the school faculty. 

In this same vein, in communicable disease control, 
the physician has a responsibility to inform teachers 
of infectious diseases that he sees in his practice, to 
set up procedures for handling these diseases in school, 
and to advise control measures to be taken by the 
school. 

In the care and education of the physically and 
mentally handicapped child, the physician assumes a 
major role. The limitation of this child to learn, 
whether physical or mental, is not an educational re- 
sponsibility but must be determined medically. 

The reader should be impressed with the broad- 
ness in scope of a school health program and with 
the necessity for having a practicing physician on the 
team working toward better health for the individual 
school child. 


Present Status of School Health in Kansas 


Recent medical activities in the field of school 
health, at the state level, began in early 1956 with 
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the formation of a Committee on School Health by 
the Kansas Medical Society. This committee has since 
participated in many activities. It has attempted to 
work through county medical societies to get the local 
physician interested in his own school health situation. 
It has acted as an advisory group to state agencies 
and educators. Members of the committee have pattic- 
ipated in educational activities for teachers and: were 
instrumental in the formation of a Kansas School 
Health Advisory Council. 

The Kansas School Health Advisory Council was 
formed in the fall of 1958 to promote and advise lo- 
cal communities and state agencies in the field of 
school health activities. It is composed of some 30-odd 
organizations, spearheaded by the Kansas Medical So- 
ciety, the State Department of Education, State Board 
of Health, Kansas Teachers’ Association, Kansas 
State Dental Association, Kansas State Nurses’ Asso- 
ciation, and the Parent-Teacher Association. The or- 
ganization is composed of specialists in this field, 
qualified to advise educators, as well as physicians 
working locally. This is one great step forward to 
coordinate state activities in school health and to 
stimulate local improved health conditions for the 
child in school. 

For years, the Kansas State Board of Health has 
been holding workshops in school health in communi- 
ties throughout the state. These have been community 
undertakings with outside consultants acting as in- 
structors and guidance personnel. 

For 10 years postgraduate courses have been held in 
the field of school health at the School of Education 
of the University of Kansas. These postgraduate 
courses have been attended by physicians as well as 
by educators and school health nurses. The State De- 
partment of Education is now attempting to broaden 
its work in the field of school health. Many independ- 
ent civic and service organizations have been working 
in their own fields in this program. A few of these 
might be mentioned: The Kansas Tuberculosis and 
Health Association, the Kansas Heart Association, the 
National Foundation, mental hygiene organizations, 
etc. 

When one analyzes the number of people working 
toward a common goal, that of improving the health 
of the child in school, and the amount of work done 
by the various agencies, one gathers the feeling that 
the physician, especially the local physician, could do 
a little more work in this field. 

What is the Jocal situation as regards school 
health programs? Let us consider two general di- 
visions of school health programs at the local level: 
the larger school systems and the rural school sys- 
tems. Much work has been done in the larger edu- 
cational systems. In most instances, recent advances 
have been spearheaded by interested educators. They 
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realize the importance of healthful living conditions 
for the child in school, the importance of adequate 
education in the field of personal health, hygiene, and 
physical education, and the importance of knowledge 
of the pupil’s limitations and medical condition. 

A few specific school systems might be mentioned 
here. The Lawrence school system has a well coordi- 
nated school health program with a School Health 
Council functioning. Olathe is making inroads into 
community organization for school health. Wichita, 
for some time, has had a good, well organized school 
health and counseling program. Topeka recently had 
a school health survey by a physician, a specialist in 
school health, and is making progress toward an or- 
ganized school health program. Community organized 
school health programs are also getting underway in 
other areas of Kansas. 

The problems of a large school system are materi- 
ally different from those of a small school system. In 
large schools one has the problem of loss of identity 
of the individual pupil because of masses of children 
under one roof. The emotional development of the 
child in a large school population is entirely different 
from that of a child in a small school situation. When 
one considers emotional health, one comes to the con- 
clusion quickly that in smaller schools it is easier to 
maintain the worth of the individual; the teacher- 
pupil relationship is closer and there is usually a more 
healthful emotional environment. 

The problem of health education, however, is much 
greater in smaller school systems. 

In large school systems the problem of over-crowd- 
ing (because of the trend of young families to move 
to the city or to the more populous areas) has become 
acute. Building programs in most of the larger school 
systems of the state are proceeding at a rapid rate. 
One wonders if adequate consideration is given by 
local Boards of Education to the health needs of the 
child in the building of a school. Is adequate consid- 
eration given to the playground area? To construc- 
tion of a health room and health service area? Are 
lavatory facilities adequate? Are lighting facilities 
good? Is health counseling requested in the develop- 
ment of plans for building a new school? 

Little is known about the total school health pro- 
grams of rural school systems. The majority of chil- 
dren receiving education in Kansas fall into this 
group. The State Board of Health recently released 
a preliminary report on school inspections made by 
the health officer of each county. In all, 3,700 schools 
were examined. The preliminary report deals with 
1,375 of these inspections. Out of a total of 105 
counties in Kansas, 54 have reported. A state law 
obligates the local health officer, or his staff, to make 
a fall inspection of all schools. Recently unform re- 
porting sheets were provided by the State Board of 
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Health, and a guide delineating standards and recom- 
mendations has been developed for use in this survey. 
The results of this survey are seen in the following 
chart: 


Preliminary Report on School Inspections 


Elementary schools 3,000 (approximately) 
Over 4 teachers (3 classes or more) 1,100 
Less than 4 teachers (1-3 rooms) .. 1,900 
High schools 700 


Of total 3,700 schools—1,375 have reported. 
Of total 105 counties—54 counties have reported. 


Schools more than 4 teachers ..... 1,100 390 reporting 


Excellent—29 new .......... 39 
119 
Schools less than 4 teachers ...... 1,927 768 reporting 
Excellent—40 new ............ 44 
186 
High and junior high schools ..... 700 217 reporting 
Excellent—18 new ............ 31 


Some generalizations can be made from this pre- 
liminary study. Generally, the schools classified as 
unacceptable, or substandard, are rural schools. There 
are, however, many outstanding exceptions. 

Reasons for the lack of acceptance fall into the fol- 
lowing categories: 

1. Outdoor, poorly maintained, often extremely un- 
sanitary toilets, not connected to any sewage system. 
Some school sewage systems drained onto playground 
areas. 

2. Water which is unfit for human consumption 
by bacteriological survey, contaminated wells, lack of 
proper drinking vessels, etc. Approximately 30 schools 
showed water which was grossly contaminated by 
bacteriological survey. From 100 to 150 schools were 
suspected of false tests (done at improper moments 
after chlorination, etc.). Some schools have no water. 
(Children bring water from home or have water 
hauled in milk cans.) 

3. Crowded, poorly maintained buildings, or rooms 
with minimum light and maximum dirt and dust. 

4. Out-dated and sometimes hazardous heating 
systems. Can one teach health in unsanitary surround- 
ings? Should our children be exposed to unnecessary 
dangers of unclean water, fire hazards, etc.? 

Another problem becoming more common is loca- 
tion of a school near highways and heavily traveled 
areas. In many instances no precautions have been 
taken to enclose the grounds or play areas to prevent 
accidents. 

The survey showed some inadequacies in the con- 
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struction of new schools. Although the majority of 
new schools are excellent, some are built on inade- 
quate grounds, and many are constructed so that the 
quality and the distribution of light are extremely 
poor. New school construction must meet national 
building code standards and must be approved by an 
architect. There is no provision for approval by the 
State Board of Health or the State Board of Public 
Instruction. Sorne new schools are built with inade- 
quate square footage per pupil, deficient restroom fa- 
cilities for the school population, etc. Fire hazards 
were found in many schools. So far in this survey, 30 
schools are seen to have no fire fighting equipment 
and 40 more schools have outdated and ineffective 
fire fighting apparatus. 

Concerning smaller schools and health instruction, 
one can say only that the health instruction the chil- 
den get depends upon the knowledge and interest 
of the teacher. There is no health curriculum guide 
in existence in most of these small school areas. 

There are many bright spots in the local school 
health situation, however. Many communities have 
had and are continuing to hold school health work- 
shops, as previously mentioned. 

Many local physicians are becoming interested in 
what is being taught and in the health environment 
of their local schools. They are acting on school 
boards or as medical advisors to educators. Several 
new local school health committees are being formed 
to counsel educators in improving health services, 
health instruction, and healthful environment. Physi- 
cians of the Kansas Medical Society's Committee on 
School Health have been participants in many teacher 
district conferences, talking on health subjects. The 
future is bright for an improved teamwork approach 
to this problem. 


Plans for the Future 


The American Medical Association has been in- 
terested for years in promoting conferences between 
school personnel and practicing physicians. Confer- 
ences for physicians and schools have been held 
throughout the country under sponsorship of the 
A.M.A. The University of Kansas Medical School, 
for the past four or five years, has held a postgraduate 
course in school health and is interested, under Chan- 
cellor Murphy’s direction, in increasing physician par- 
ticipation in local school health matters. 

The establishment of a health division in the State 
Department of Public Instruction seems a likely pos- 
sibility. The effect of the newly formed State School 
Health Advisory Council on the local school health 
situation will undoubtedly be felt. This organization 
offers an area for resource material, professional 
guidance, consultative services, and organized coordi- 
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nated activities for furthering local school health ac- 
tivities. 

The continued functioning of the Kansas Medical 
Society's Committee on School Health will undoubt- 
edly have its effect upon the practicing physician. 
The interest of educational institutions in the state 
which train our teachers makes it appear that in the 
future our educators themselves will be better versed 
in the field of health and better equipped to teach 
this subject to our children. 

But, most important, is the realization by all pro- 
fessions that to attain maximum efficiency a team- 
work approach is paramount. The medical societies, 
national, state, and local, are beginning to realize 
that participation is of value to the physician, to the 
child, and to the community. It is essential for the 
best coordinated and most adequately organized 
school health program. 


Conclusions 


In any school the primary goal is the production 
of a healthy, educated person. The health of the child 
is a primary responsibility of his parents. The educa- 
tor is charged with determining how and when the 
child will learn and must rely upon the disciplines 
of medicine, public health, psychology, physiology, 
dentistry, and many others, for the basic content of 
what is to be taught on health. 

The health problems of children today are not what 
they once were. Progress has been made in prevention 
of infectious disease by inoculation and through the 
use of sanitary principles. Education on the value of 
vitamins and of good diet has been effective. This 
means the objectives of health services for ovr chil- 
dren cannot be the same as they once were. 

We have taken pride in lengthening our life span, 
in reducing our infant mortality rate, in treatment of 
illness, in advances in diagnosis. However, have we 
looked at the total health picture? Parents who think 
they have healthy children should look a second time. 
These children may appear healthy but may actually 
be far from optimum health. Is this child functioning 
at capacity in the school situation ? 

Attaining the maximum degree of leadership by 
the medical profession of Kansas will depend upon 
whether there is active participation by all physicians 
and whether the county medical societies of Kansas 
participate by forming local school health committees. 

The School Health Committee of the Kansas Medi- 
cal Society urges the participation of the local physi- 
cian in the formation of local school health councils. 
This is the only mechanism by which the teamwork 
principle is applied. 

Medical Arts Building 


1001 Horne Street 
Topeka, Kansas 
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Clinicopathological Conference 


Headuche, Transitory Hemiplegia, Confusion and Coma 


Case Presentation 


The subject of this conference was a 65-year old 
white man who was admitted to KUMC for neuro- 
surgical evaluation on August 9, 1957. He died on 
September 16, 1957. 

He had apparently been in good health until about 
three months before admission when he developed 
a pain in the right side of his face. This pain lasted 
for one month, and was relieved by the extraction of 
two teeth, one of which was reported to be abscessed. 
Four days after the extraction, while vacationing in 
Colorado, he complained of fatigue and poor ap- 
petite. At that time he was bitten in the right ante- 
cubital fossa by a large insect described as a fly. 

Shortly after arriving home from vacation he de- 
veloped a headache, and began to vomit. He was 
admitted to a local hospital with a fever of 102 
degrees. After four days he was transferred to another 
hospital where he continued to have fever, headache 
and vomiting, and, in addition, a stiff neck. A cer- 
ebrospinal fluid had a cell count of zero, a total pro- 
tein of 49 mg. per cent, and a positive Friedlander’s 
culture. A repeat spinal tap showed a total protein 
of 80 mg. per cent with 2 to 3 per cent lymphocytes 
and a positive Friedlander’s culture. A later spinal 
fluid contained 164 mg. per cent of protein with 9 
white cells. 

Hie continued to have a febrile course, and sub- 
sequently developed disturbed vision in his right 
eye. He complained that he was totally blind for 
several days, but then recovered his sight. On August 
4, he was completely comatose, and had left hemi- 
plegia. There was puffiness around his left eye which 
was turned outward. During the next five days the 
hemiplegia regressed, but he was confused and in- 
continent. He continued to have fever, but he had no 
seizures. 

The patient had been an oil well driller. He had 
a possible past history of syphilis, and for the pre- 
ceding three years he had had “heart disease” and 
an irregular pulse. He had received some medication, 
but the background of this was unknown. 

He was a chronically ill man, and was confused, 


Edited by Jesse D. Rising, M.D., and Mahlon Delp, M.D., 
from meta of the conference participated in by the 
departments of medicine, pediatrics, surgery, radiology, and 
pathology of the University of Kansas Medical Center, as 
well as by the third and fourth year classes of students. 


incoherent and unable to respond logically to ques- 
tions. His face was flushed, and his neck was stiff. 
His blood pressure was 130/80; the pulse rate was 
92 per minute and grossly irregular; and the respir- 
atory rate was 16 per minute. The pupils were round 
and irregular, the right being larger than the left and 
sluggish in reaction. The eyes did not move con- 
jugately. There was an apparent bilateral sixth nerve 
paresis as well as paralysis of the upward gaze with 
rotary nystagmus. The optic discs did not show 
papilledema. There was fresh chorioretinitis on the 
right. There was no other specific cranial nerve 
paresis with the possible exception of right facial 
weakness. He could use all of his extremities well, 
resisting any movements. The deep tendon reflexes 
were within normal limits bilaterally. There were no 
Babinski or Hoffman signs. His chest was clear to 
auscultation and percussion. There was a grossly ir- 
regular cardiac rhythm. There were no abdominal 
masses or tenderness, and the abdominal reflexes were 
absent. The bladder was distended. He was incon- 
tinent of feces. He responded to painful stimuli 
bilaterally. He had no abnormal skin markings. 

The specific gravity of the urine was 1.014 with a 
heavy trace of albumin, 6 to 8 pus cells per high 
power field, and the specimen was loaded with amor- 
phous urates. Repeat urinalyses showed specific 
gravities of 1.011 and 1.016 with traces of albumin. 
One specimen contained 1.25 mg. per cent of sugar, 
and was loaded with red cells and occasional white 
cells and casts. On admission the hematocrit was 52 
ml. The hemoglobin was 15.6 gm. and varied to a 
minimum of 12 gm. The white count was 19,200 
with 87 per cent polymorphonuclears (all fila- 
mented), 8 per cent lymphocytes, and 5 per cent 
monocytes. Repeat white cell counts were from 
12,350 to 32,000 on the day of death. On September 
2, 1957, the hematocrit was 40 ml., and the white 
count was 12,350 with a differential of 90 per cent 
polymorphonuclears (all filamented), 7 per cent lym- 
phocytes, 2 per cent eosinophiles, and 1 per cent mono- 
cytes. On September 9 there were 77 per cent poly- 
morphonuclears (67 filamented) , 19 per cent lympho- 
cytes, 1 per cent eosinophiles, 2 per cent monocytes, 
and 2 per cent metamyelocytes. The platelet count was 
204,000 shortly after admission. The serology was 
non-reactive. 
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ANNOUNCING 


LEDERLE 


A HIGHLY EFFECTIVE 
TRANQUILIZER FOR 
EXTENDED OFFICE 
PRACTICE USE 
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USEFULNESS 


POSITIVE CALMING 
ACTION ADAPTED 


OF EMOTIONAL 
DISORDERS 


EXCELLENT 
TOLERATION — 
MARKED 
REDUCTION IN 
COMPLICATIONS 


The development of TENTONE® Methoxypromazine Maleate 
Lederle does not duplicate primary function of existing tranquilizers. 
FOR LOWER RANGE TENTONE fills the need for a practical, potent agent for extended 


use in everyday practice (as illustrated above). 


Action of TENTONE Methoxypromazine Maleate approaches that 
of the strong phenothiazines without their drawbacks. Calming re- 
sponse is positive and rapidly apparent to both patient and physi- 
cian. However, as a basic phenothiazine modification, TENTONE 
allows full therapeutic application in the mild and moderate range 
of anxiety-tension and somapsychic disorders most usually seen in 
general practice. 


Incidence of untoward reactions is exceptionally low and approxi- 
mates the mild ataractic drugs. Reduction in sensitivity reaction, 
intestinal distress, blood, brain or liver toxicity is striking, particu- 
larly in the low dosage range. TENTONE exhibits greater freedom 
from depression and drug habituation. Physical and psychic orienta- 
tion is usually preserved. Occasional drowsiness may be encountered, 
particularly in higher dosages. In moderate to more severe cases, this 
sedative effect may be desired. 


TENTONE has thus been described as one of the easiest tranquilizers 
to handle in office practice. In indicated cases, the physician may be 
relieved of the patient’s unnecessary concern over his own illness. 
In contrast to the previous types of drugs, complaints over induced 
distress or inadequate benefit are rare. 
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WHEN MORE THAN 
MILD SEDATIVE 
EFFECT IS DESIRED 


POSSIBLE 
POTENTIATION OF 
ANALGESICS 

AND NARCOTICS 


ADAPTABLE 
LOWER DOSAGE 
RANGES 


Consequently, TENTONE is more useful than other ataractic drugs 
in two areas: (1) mild to moderate conditions—when more than 
mild sedative effect is sought, (2) middle range of moderate to severe 
cases— when less than psychopathology is involved. 


Indications include ® common anxiety-tension states ™ obsessive- 
compulsive behavior ™ neurosis ® depression ® situational anxiety 
and hysteria 


And the emotional components of: agitation restlessness 
tremors ® insomnia ® alcohol- and drug-withdrawal syndrome #® 
hyperkinesis ® prenatal anxiety ® rheumatic disorders ™ dermatoses 
™ menopausal syndrome ® premenstrual tension ™ peptic ulcer, 
other g.i. disorders # asthma, other allergy # multiple sclerosis, arter- 
iosclerosis ® malignancy, other progressive diseases 


Since tranquilizing drugs may potentiate the action of pain-relievers, 
sedatives, and barbiturates, they should be used with caution in 
conjunction with them, or to achieve a greater response to these drugs 
in various conditions when desired. They may also be useful in 
reduction of effective dosage to better tolerated, or non-habituating 


levels. 


Dosage must be individualized to severity of condition and response 
desired. 
In mild to moderate cases: varies from 30 to 100 mg. daily. 


In moderate to severe cases: from 75 to 500 mg. daily. 


In psychotic or institutionalized patients, TENTONE may be useful 
as a substitute when toxicity precludes effective dosage of other 
phenothiazines, or as maintenance after hospitalization. Dosage may 
range from 100 to 1500 mg. daily in divided doses. 


Supplied: 10 mg., 25 mg. and 50 mg. tablets 


LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Study 
SURGERY 
May 18, 19, 20 and 21, 1959 


Guest Instructors: 


RALPH F. BOWERS, M.D., Kennedy V. A. Hospital, 
Memphis, Tenn. 

DWIGHT E. CLARK, M.D., University of Chicago, IIl. 

KYRIL B. CONGER, M.D., Temple University, Phila- 
delphia, Pa. 

HENRY DOUBILET, M.D., New York University, New 
York City. 

MERLIN K. DU VAL, JR., M.D., University of Oklahoma, 
Oklahoma City. 

BEN EISEMAN, M.D., V. A. Hospital, Denver, Colo. 

—— = KARLSON, M.D., State University of New York, 

rooklyn 


yn. 
ag A. MOYER, M.D., Washington University, St. Louis, 
0. 

— OCHSNER, M.D., Tulane University, New Or- 
eans, La. 

MARK M. RAVITCH, M.D., Johns Hopkins University, 
Baltimore, Md. 

GRAFTON A. SMITH, M.D., Columbia, Mo. 
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The blood urea nitrogen on admission was 6 mg. 
per cent; glucose, 104 mg. per cent; sodium, 126 
mEq/L; potassium, 4.1 mEq; chloride, 82 mEq. On 
August 21 the carbon dioxide was 35 mEq; sodium, 
139 mEq; potassium, 4 mEq; chlorides, 92 mEq; 
calcium, 4.3 mEq; phosphorous, 1.5 mEq. On August 
28 the sodium was 132 mEq; potassium, 4.2 mEq; 
chloride, 95 mEq; carbon dioxide, 25.2 mEq; cal- 
cium, 4.4 mEq; phosphorous, 1.3 mEq; albumin, 
2.59 gm. per cent. On September 13 the sodium was 
133 mEq; potassium, 3.9 mEq; chloride, 101 mEq; 
carbon dioxide, 25.2 mEq; albumin, 2.87 gm. per 
cent; globulin, 2.54 gm. per cent. 

The spinal fluid (August 9) was clear with an 
opening pressure of 190 mm. of water, and a closing 
pressure of 80 mm. The cell count was 15 red blood 
cells, 165 white blood cells with 12 per cent poly- 
morphonuclears and 88 per cent lymphocytes. The 
colloidal gold was 0***43221 (*atypical) ; sugar, 
15 mg. per cent; sodium chloride, 610 mEq; protein, 
177 gm. per cent. A Wassermann test was negative. 
On August 12 the cerebrospinal fluid cell count was 
110 white blood cells with 72 per cent lymphocytes; 
no red cells; sugar, 20 mg. per cent; protein, 210 
gm. per cent. On August 21 there were 18 white 
blood cells and 5 red blood cells; the sugar was 21 
mg. per cent; sodium chloride, 640 mEq; protein, 
158 gm. per cent. On September 7 there were 110 
white blood cells, 46 per cent of which were lympho- 
cytes; sugar, 28 mg. per cent; sodium chloride, 740 
mEq; protein, 180 gm. per cent. 

The sodium excretion varied from 66 to 207 
mEq/L in 24 hours; potassium, 18 to 57 mEq; 
chloride, 77 to 165 mEq. On August 23 the blood 
ammonia was 103 mcg. per cent, and the blood pH 
was 7.57. A spinal fluid culture on admission was 
negative at 72 hours, and an India ink study was 
negative. A urine culture on August 15 developed a 
scant growth of non-hemolytic staphylococcus. Five 
blood cultures drawn shortly after admission, repeat 
spinal fluid cultures and repeat India ink studies were 
all negative. On August 21 a proteus species was iso- 
lated from the urine. On August 15 the total serum 
bilirubin was 0.5 mg. per cent, direct bilirubin, 0.1 
mg. per cent; alkaline phosphatase, 1.0 millimol 
units; bromsulphalein retention, 14 per cent; ceph- 
alin cholesterol, negative; thymol turbidity, 1 unit; 
albumin, 2.76 gm. per cent; globulin, 2.26 gm. 
per cent; and cholesterol, 107 mg. per cent with 57 
per cent esters. 

The patient was extremely lethargic and confused. 
On August 11 he was given intravenous fluids con- 
sisting of glucose, saline and supplemental potassium. 
The stiffness of his neck became more marked. On 
August 13 he lapsed into a deep coma, his respiration 


became irregular, and his pulse rate was slow. The 
rigidity of his neck disappeared. His pupils were 
pinpoint. There was no papilledema. 

On August 14 he was transferred to the neurology 
service. He was given 1 gm. of chloramphenicol and 
0.5 gm. of streptomycin every eight hours. His blood 
pressure fluctuated, dropping as low as 90/50. On 
August 15 his blood pressure rose acutely to 140/80, 
but dropped to 85-95/60-70 the next day. During 
the first eight hospital days his temperature was be- 
tween 99.2 and 103.4 degrees. On August 17 it 
dropped to normal, but rose to 103.2 degrees on 
August 21. On August 29 his temperature again re- 
turned to normal, and there were only slight eleva- 
tions until September 12 when it rose again to 101 
degrees, rectally, where it remained until his death. 

He was given intravenous fluids because of his 
inability fo eat and swallow. On August 14 he was 
started on 100 mg. of isonicotinic hydrazide, three 
times a day. On August 16, 100 mg. of hydro- 
cortisone was added to the intravenous fluid, and 
this was done daily until August 23 when the dose 
was decreased to 50 mg. On August 17 a femorai 
catheter was placed for continuous intravenous ther- 
apy. From August 24 to August 26 he was given 
25 mg. of polymyxin B every six hours. On August 
26 the hydrocortisone was changed to 25 mg. in- 
tramuscularly every twelve hours. Because of pro- 
longed intravenous fluid therapy supplemental mag- 
nesium and calcium salts were added to the in- 
travenous fluids. On August 27 the chloramphenicol 
was discontinued and 500 mg. of tetracycline was 
given three times in the intravenous solutions. On 
September 11 the hydrocortisone was stopped, but 
he continued to receive 1.5 gm. of tetracycline and 1 
gm. of streptomycin daily and 200 mg. of INH three 
times a day. On September 15, 100 mg. of hydro- 
cortisone was added to the I.V., and the intravenous 
fluids were subsequently discontinued. 

During the first few hospital days he responded 
slightly to commands to move, but afterward he 
showed no further changes. Spinal fluid specimens on 
August 21 and 28 were xanthochromic. An intra- 
thecal block could not be demonstrated. On Septem- 
ber 15 his blood pressure dropped to 80/60. The 
pulse rate was 110 per minute, thready and irregular, 
and there was Cheyne-Stokes respiration. His skin 
became mottled in appearance. His blood pressure 
was unobtainable for eight hours before death on 
September 16, 1957. 

Dr. Mahlon Delp (moderator): Are there any 
questions ? 


* Although a student at the time of this conference in 
February, 1958, he, like the others referred to as students, 
received the M.D. degree in June, 1958. 
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Thomas Raymond (fourth year medical student) *: 
What were the results of the skin tests? 

Dr. Robert Manning (resident in medicine) : Both 
the tuberculin and histoplasmin skin tests were 
positive. 

Mr. Raymond: What was the coccidiodin skin 
test ? 

Dr. Manning: It was not done. 

Harold Ray (student): How many India ink 
studies were done? 

Dr. Manning: Three India ink studies were 
done, and all were negative. 

Robert Shaskey (student): Were any weight 
changes noted before or after admission? 

Dr. Manning: No. 

Mr. Ray: Were the sputum or gastric washings 
cultured ? 

Dr. Manning: No sputum or gastric washings were 
done. 

Donald Rorabaugh (student): How many spinal 
fluid cultures were made for tuberculosis ? 

Dr. Manning: Three cultures were done. 

James Rhodes (student): What was the result of 
the ear, nose and throat examination ? 

Dr. Manning: It was not remarkable. 

Mr. Rhodes: Were lymph nodes found at any 
time? 

Dr. Manning: No unusual lymph nodes were 
found. 

Walter Reazin (student): Had he ever traveled 
through the San Joaquin Valley ? 

Dr. Manning: His wife said that he had not. 

Mr. Raymond: Had he been given any antibiotics 
before his admission ? 

Dr. Robert Weber (internist) : I do not believe so. 

Mr. Shaskey: What was his oral intake while he 
was in the hospital ? 

Dr. Manning: He took a limited amount by mouth 
during the first two or three days, but none after 
that. 

Mr. Rorabaugh: What was the venous pressure and 
circulation time? 

Dr. Delp: Dr. Hudson remarked that his per- 
ripheral circulation time was increased. How did you 
arrive at that estimation, Dr. Hudson? 

Dr. Robert Hudson (internist): His skin color 
failed to return to normal after pressure. 

Dr. Delp: That is a good clinical observation. 
Now, are there any other questions ? 

Roger Youmans (student): Is there a correlation 
between the blood glucose levels and the spinal 
fluid glucose levels? 

Dr. Manning: On August 13 the blood sugar level 
was 104 mg. per cent. 

Dr. Delp: We will now see the electrocardiograms. 
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Mr. Rhodes: A tracing taken on August 21, 1957, 
shows a rate of approximately 80, a slightly irregular 
sinus rhythm, and ventricular premature contractions. 
The P waves are upright, and there is a slight de- 
pression of the S-T segments. The QRS-T vector is 
between 0 and 10 degrees, and the transition zone 
is at V,. I interpret this tracing as showing a slight 
sinus arrhythmia with premature ventricular con- 
tractions and possibly myocardial ischemia. 

The next tracing taken on the day before death 
(Figure 1) shows a rate of 120 and an irregular 
sinus rhythm. The P waves are peaked in leads II 
and, again, there is a depression of the S-T segments 
and probably premature atrial and ventricular con- 
tractions. With the exception of the increased rate, 
I interpret this tracing as being similar to the first 
tracing. 

Dr. Delp: What is your interpretation of the P-R 
interval ? 

Mr. Rhodes: I believe it is within normal limits, 
being between 0.08 and 0.12 seconds. 

Dr. Delp: May we have the x-rays now, please? 

Mr. Robinson: A lateral skull plate taken on ad- 
mission shows a normal sella and some prominent 
vascular markings. The pineal body is calcified and 
appears to be in a normal anatomical position. No 
bony erosion is seen. In the frontal projection the 
calcified pineal appears to be shifted. There is rota- 
tion of the skull which makes this difficult to evaluate. 

A chest plate taken on admission does not show 
elevation of the diaphragms. There is no calcifica- 
tion in the hilar areas, and the lung fields are clear. 
There is apparent widening of the mediastinum, but 
I believe this is a distortion caused by the supine 
position of the patient. I interpret this as a normal 
chest plate. 

A KUB film taken on admission is somewhat ob- 
scured by overlying gas in the bowel. There are no 
abnormal soft tissue shadows. There is apparent 
scoliosis of the lumber spine to the right, but the 
patient was rotated, and I interpret this as a normal 
KUB film. 

Dr. Delp: Dr. Youngstrom, may we have your 
comments ? 

Dr. Karl Youngstrom (radiologist): I agree es- 
sentially with that interpretation, and I do not see 
anything unusual in the skull films. 

Dr. Delp: We will now have the discussion, Mr. 
Rorabaugh. 


Differential Diagnosis 


Mr. Rorabaugh: A 65-year old man was first ad- 
mitted to this hospital three months after the onset 
of his illness which was originally manifested as 
soreness and pain on the right side of his face. These 
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symptoms persisted for about a month until relieved 
by the extraction of two teeth. Four days after the 
dental work he had an acute onset of meningeal irri- 
tative symptoms with fever, and the disease pro- 
gressed to a chronic stage, terminating in death. Be- 
cause of this clinical course my differential disgnosis 
will be the consideration of diseases which cause 
chronic meningitis with emphasis on cerebrospinal 
fluid findings and the absence of positive cultures. 

Carcinomatosis of the central nervous system gives 
a similar course and cerebrospinal fluid findings. 
There is, however, no evidence of a primary else- 
where in our patient, and, discounting the original 
symptoms of jaw involvement, the onset was too 
acute. 

Sarcoidosis occasionally involves the central nerv- 
ous system and may produce identical spinal fluid 
findings, but it runs a benign course, involves other 
systems, and gives rise to an increased globulin. 

Infectious diseases must be considered strongly. 
Syphilis, especially, may cause a chronic meningitis, 
but I shall dismiss this disease because of the absence 
of serologic evidence of syphilis. An encephalitis of 
obscure origin may be caused by trichinosis, and 
central nervous system involvement occurs in 10 to 17 
per cent of such cases. But without evidence of the 
involvement of other systems and in the absence of 
eosinophilia, I shall rule this out. 

Toxoplasmosis must be considered. In infants there 
is the triad of internal hydrocephalus, chorioretinitis 
and intracranial calcification. This may also occur in 
adults, but it more commonly involves the skin and 
lungs. I shall rule out this disease on the basis of the 
patient’s age, the absence of intracranial calcification, 
and a relatively Icw cerebrospinal fluid cell count. 

Inadequately treated bacterial meningitis must be 
considered. This disease has a similar course to our 
patient’s, and must also be considered because of the 
extraction of teeth preceding the onset of his disease. 
I shall rule out this possibility because of the absence 
of the typical findings in the spinal fluid and lack of 
positive cultures in this hospital. Furthermore, the 
patient failed to respond after adequate antibiotic 
therapy was given. 

Rickettsial diseases can be dismissed because of the 
absence of any skin eruption, the lowered cerebro- 
spinal fluid sugar, and the extended course. Viral 
infections, particularly lymphocytic choriomeningitis, 
must be considered, but these infections have a rela- 
tively short, benign course; when fatal, they are usual- 
ly rapidly so. The sugar is found to be normal in the 
cerebrospinal fluid in these patients. 

Foremost in my consideration are the mycoses and 
tuberculosis which characteristically present similar 
findings. They can be proved only by demonstration 


of the organism in the cerebrospinal fluid when evi- 
dence of involvement of other organs is lacking. 
Wide dissemination may occur with any of the 
mycotic infections, but, of these, Cryptococcus neo- 
formans has a definite predilection for the central 
Nervous system. Actinomyces, blastomyces, coccid- 
ioidomyces, nocardia and monilia are all reported to 
invade the central nervous system, but occur infre- 
quently and usually involve other sites. These diag- 
noses can also be based upon certain immunological 
studies, whereas studies for Cryptococcus are not yet 
available. Because our patient presented primarily 
with central nervous system involvement, my dis- 
cussion will be concerned with Cryptococcus in- 
fections. I recognize that meningeal infection caused 
by these agents cannot be separated clinically, and 
that demonstration of the organism is necessary for 
a definitive diagnosis. 

Cryptococcosis, sometimes called torulosis, is a 
relatively rare, subacute or chronic, highly fatal in- 
fection which may involve any part of the body, but 
has a marked predilection for the brain and meninges. 
The organism is an oval cell surrounded by a large 
capsule which can be outlined clearly in India ink 
preparations, and which grows readily on Sabouraud’s 
agar. Our patient’s clinical course parallels that occur- 
ring in torulosis in which there is an insidious (or 
occasionally sudden) onset of headache, vomiting 
and stiff neck accompanied by progressive fever. As 
the disease progresses there are more severe signs 
such as ocular palsy, chorioretinitis, increased in- 
tracranial pressure, ataxia, or hemiplegia. The patient 
finally becomes comatose, and there is respiratory 
failure. It has been reported that 70 per cent of 
these patients die within the first three months, and 
86 per cent die within the first year. The usual cere- 
brospinal fluid findings are increased pressure, in- 
creased mononuclear cells, decreased sugar and chlo- 
rides. Diagnosis is dependent on demonstration of the 
organism. 

Tuberculous meningitis is common and secondary 
in incidence only to the meningococcus as a cause of 
meningitis. Its onset and course is commonly similar 
to the description of Torula. Cerebrospinal fluid find- 
ings do not differentiate these two diseases. Tuber- 
culous meningitis is more common in childhood and 
early adult life, but it may occur later. It may de- 
velop from generalized miliary tuberculosis or pul- 
monary tuberculosis, and is not infrequently the 
presenting aspect of this disease. Without medical 
treatment it is rapidly fatal, but adequate treatment 
initiated in the early stages may arrest 80 to 90 per 
cent of these cases. When treatment is begun in the 
later stages, as in our patient’s case, only about 25 
per cent recover. Again, a definitive diagnosis can 
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be made only by demonstration of the organisms. I 
believe, however, that our patient had a chronic 
meningoencephalitis with tuberculosis or Torula as 
the etiological agent. 

The neurological symptoms are best explained by 
diffuse basilar involvement of the meninges. The 
electrolyte pattern on admission is probably best ex- 
plained by vomiting, dehydration and fever. I believe 
that our patient died of diffuse meningoencephalitis 
with brain stem involvement causing respiratory de- 
pression and circulatory collapse. 


Clinical Discussion 


Dr. Delp: Thank you. Mr. Raymond, may we have 
your diagnosis ? 

Mr. Raymond: My diagnosis is torulosis. 

Dr. Delp: Mr. Ray? 

Mr. Ray: Torulosis. 

Dr. Delp: Mr. Reazin? 

Mr. Reazin: Cryptococcal meningitis. 

Dr. Delp: Mr. Shaskey ? 

Mr. Shaskey: Torulosis. 

Dr. Delp: Mr. Rhodes ? 

Mr. Rhodes: I believe he had a fungal infection 
other than Cryptococcus. 

Dr. Delp: Mr. Robinson ? 

Mr. Robinson: Cryptococcosis. 

Dr. Delp: What is your diagnosis, Mr. Rorabaugh? 

Mr. Rorabaugh: I believe he had tuberculosis. 

Dr. Delp: Does his response to INH and 
streptomycin disturb you ? 

Mr. Rorabaugh: No, the response is poor when 
treatment is instituted late. 
Dr. Delp: What do you believe is the connection 
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between our patient’s facial pain and his final illness, 
Mr. Raymond? 

Mr. Raymond: Other fungal infections could 
localize spots such as this; he could have had a 
fungal abscess of the tooth, and there could also 
have been involvement of a cranial nerve with a 
fungus. 

Dr. Delp: Mr. Ray? 

Mr. Ray: I believe he had a pyogenic abscess. 

Dr. Delp: Do you believe he had a toothache? 

Mr. Ray: Yes. 

Dr. Delp: Mr. Rhodes, what is your opinion? 

Mr. Rhodes: I believe his toothache was unrelated 
to his illness. 

Dr. Delp: Do you believe you would recognize a 
toothache, or would you believe you had a pain in 
your face, Mr. Rorabaugh? 

Mr. Rorabaugh: I probably would know that I had 
a toothache. 

Dr. Delp: Do you believe that most people would 
know if they had a toothache? 

Mr. Rorabaugh: I believe they would. 

Dr. Delp: Mr. Raymond, why do you discard the 
diagnosis of bacterial meningitis so readily ? 

Mr. Raymond: There is a higher pleocytosis in 
bacterial meningitis, and, excluding tuberculosis, the 
spinal fluid sugar and chloride are normal. Further- 
more, he should have responded to the antibiotics. 

Dr. Delp: Mr. Rhodes? 

Mr. Rhodes: I believe that an abscess would have 
formed if he had been inadequately treated, and he 
had no localizing signs. 

Dr. Delp: Mr. Raymond, did you discard syphilis 
because the patient had a negative serology? 

Mr. Raymond: The protocol reported a negative 
Wassermann in the spinal fluid. The meningovascular 
type of syphilis may cause symptoms similar to his, 
but this disease is almost always associated with a 
reactive spinal fluid. 

Dr. Delp: Dr. Weber, what was your diagnosis ? 

Dr. Weber: I saw the patient shortly after his ad- 
mission. With two reports of Friedlander’s bacillus I 
believed that a diagnosis of bacterial meningitis 
should be considered first. The organism is not diffi- 
cult to culture, and, when our laboratory was unable 
to find it, that diagnosis lost its appeal. I would also 
have expected the cell count to be much higher if 
this had been a true bacterial meningitis. The low 
sugar, the chronicity, and the other reports all sug- 
gested tuberculosis which is a bacterial meningitis. 

Dr. Delp: You recommended INH and strep- 
tomycin, didn’t you? 

Dr. Weber: Yes, I did. 

Dr. Delp: What was your diagnosis, Dr. Steeg- 
mann? 
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Dr. Theodore Steegmann (neurologist): The pa- 
tient had meningitis and focal lesions referrable to 
the superior brain stem level. Because of the spinal 
fluid changes it seemed necessary to rule out the more 
chronic types of meningitis. The cultures for 
Cryptococcus hominus and for tuberculosis were neg- 
ative, but he was given therapy for possible tuber- 
culous meningitis because the spinal fluid changes 
seemed to point most strongly in that direction. It 
is relatively easy to identify ordinary Torula infection 
with an India ink preparation and culture, but these 
were reported negative on two occasions. Treatment, 
therefore, was started on the assumption that this 
was possibly tuberculosis. 

Dr. Delp: Do you believe our patient could have 
tolerated amphotericin B, Dr. Weber? 

Dr. Weber: I believe he could have tolerated it, 
and he possibly should have received it. In my 
opinion, the combined use of INH, streptomycin and 
amphotericin B until there is an etiologic diagnosis 
is quite legitimate. 

Dr. Delp: I believe the students all believed he 
should have had amphotericin B. Is that right, Mr. 
Rorabaugh ? 

Mr. Rorabaugh: We strongly considered it. 

Mr. Raymond: A bacteriologist reported that the 
Klebsiella organism, when isolated, will appear to be 
similar to the Torula organism, and this may have 
first suggested a diagnosis of torulosis, in which case 
amphotericin B should have been used. 

Dr. Delp: May we have the pathologist's report, 
please ? 


Pathological Report 


Dr. Leroy R. Hieger (pathologist): As was ex- 
pected, the significant lesions were related to the 
brain. It weighed 1545 grams. Increased intracranial 
pressure was evidenced by slight flattening of the 
gyti and narrowing of the sulci. There was a small 
cerebellar pressure cone and some evidence of uncal 
herniation. 

The meninges were of prime interest because they 
contained, in close association with the vascular net- 


Figure 2. Cryptococci in India ink preparation show- 
ing encapsulated yeast. 


Figure 3. Meningitis with necrosis of exudate (left), 
vasculitis (center) with brain (right) unaffected. Clear 
areas in necrotic exudate are occupied by fungi. Giant 
cells are present in a vertical line in the right center. 
PASH X 44. 


work, numerous yellowish-white, moderately firm 
nodules, usually discrete but occasionally confluent. 
These were more prominent over the frontal poles 
and over the superior surface of the cerebellum than 
over the other lobes. In addition, the choroid plexus 
was greyish-white, firm and nodular. 

Consecutive coronal sections of the brain indicated 
that an area of softening, noted externally, involved 
mainly the cortex on the right side. Other areas of 
softening were noted throughout the basal ganglia, 
the thalamus, around the third ventricle, and, in fact, 
throughout the brain stem and the cerebellum. These 
were presumably the cause of death. 

In an attempt to identify an organism we made 
touch preparations of the frontal cortex in particular, 
and these were stained for bacteria and fungi. From 
the PAS stains it was readily apparent that we were 
dealing with an encapsulated yeast. Since there is only 
one such yeast that invades the nervous system of 
man, it was obviously Cryptococcus neoformans, 
sometimes called Torula histolytica. Cultures yielded 
a yeast-like growth. An India ink preparation demon- 
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Figure 4. aaa in choroid — accompa- 
nied by granulocytes. Clear spaces due to capsule which 
has shrunken and dehydrated specimen. PASH X 250. 


strated the organism with its nucleus and its large 
capsular halo (Figure 2). 

Dr. Thorkil Jensen (department of microbiology) 
injected eight mice with yeasts from the culture, four 
intracranially and four intraperitoneally. The first four 
were all dead within one week. Of the other four, 
three were dead within four weeks, and one was 
sacrificed. Organisms and the typical lesions were 
noted, thus fulfilling Koch’s postulates. 

Sections through one of the meningeal nodules 
from the frontal cortex showed yeasts, granulomatous 
inflammation with giant cells and a rather large 
amount of necrosis (Figure 3). In addition there was 
vasculitis with intimal proliferation and narrowing 
sometimes leading to occulsion. 

The choroid plexus was also involved by granu- 
lomatous inflammation accompanying yeast forms 
(Figure 4). 

The fungal capsule was demonstrated with muci- 
carmin, and histochemically with reactions for acid 
mucopolysaccharides (Figure 5). 

The right adrenal contained a granulomatous nod- 
ule. Microscopically there were fungi with necrosis, 
some palisading of epithelioid cells about some of the 
periphery, chronic inflammatory infitrate, and giant 
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cells (Figure 6). The left adrenal, although not in- 
volved with granulomatous inflammation, showed 
occlusion of the central vein by thrombus, resulting in 
extensive infarction of approximately three-fourths of 
the gland. 

We thought that the gross specimen demonstrated 
some atrophy of the right adrenal cortex, and this 
was confirmed by thinning of the zona fasciculata and 
reticularis in the microscopic sections. This correlated 
well with the history of corticoid administration 
lasting 26 days and discontinued five days before 
death. The terminal recurrence of fever and of hy- 
potension was probably secondary to adrenal hy- 
pofunction, both corticoid-induced and secondary to 
infarction on the left. An oil red O stain showed 
good preservation of adrenal lipids on the right. 

We sectioned the lungs serially, at about 3 milli- 
meters, but were not able to demonstrate the usual 
solitary primary cryptococcal lesion. However, we 
did find, especially in the lower lobes, focal fibrosis, 
diffuse vesicular emphysema and acute bronchitis. It 
is tempting to speculate that these might represent the 
residua of pneumonic infiltration with cryptococci. 

An incidental finding, probably related to the 
periodic bouts of hypotension which this man ex- 


Figure 5. Cryptococci showing capsule. PASH X 250 
mounted in glycerol-jeliy to prevent shrinkage. 


of 
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perienced before his death, was the acute tubular 
necrosis, manifested by swelling of the renal tubular 
epithelium with vacuolation, focal loss of cells, casts, 
and a chronic inflammatory infiltrate probably due to 
rupture of cast-filled tubules. That this was not all 
pte-terminal is suggested by the regeneration of 
tubular epithelium. 

This case did not show the typical lesions of 
cryptococcal meningitis with the soapsuds appearance 
of the cortex produced by the extension of the 
meningeal inflammation along the perivascular spaces 
of Virchow-Robin (Figure 7). The organisms multi- 
ply in these spaces, and, because of the large 
amount of mucinous capsular material, give rise to 
space-consuming cystic lesions. Most of the organ- 
isms are within macrophages, which are frequently 
fewer in number than the yeast. 

The easiest way to identify cryptococci found in 
tissues is to demonstrate their capsules. If thin, they 
are not conspicuous, and there may be difficulty in 
differentiating Cryptococcus and Histoplasma. If, in- 
stead of dehydrating the slides prior to mounting, 
one uses aqueous glycerin jelly, the capsule does 
not shrink, and even thin capsules are readily ap- 
parent (Figure 5).? There are about seven species of 
ctyptococci of which neoformans is the only virulent 
one. The easiest way to eliminate saprophytic species 
is to incubate cultures at 37 degrees C. Neoformans 
will grow, and the others will not. Demonstration of 
virulence for mice is confirmatory. 

Torulosis has been reported from Europe, the 
United States and Australia. Many instances of sub- 
clinical infection probably occur, and cutaneous 
cryptococcosis may regress. Clinical disease more fre- 
quently occurs in males between the ages of 30 and 
60 years, and seemingly more commonly in the 
white race. According to the records of the Armed 
Forces Institute of Pathology, at least 30 per cent of 
these cases of cryptococcosis are associated with a 
lymphoma or leukemia. Dissemination is found, as in 
this case, in about 50 per cent of the clinical cases 
and in almost all of the cases associated with lympho- 
mas. Prior to the advent of specific chemotherapy, 
the usual course was about six months, on the average. 
The patient usually dies of meningoencephalitis, fre- 
quently associated with adrenal necrosis. 

Dr. Jacob K. Frenkel (pathologist) : I admire Mr. 
Rorabaugh’s tenacity of sticking to a reasonable diag- 
nosis in view of so many negative. laboratory findings 
because the purpose of the CPC is to be reasonable 
rather than right. Tuberculosis is certainly a reason- 
able diagnosis. I saw this patient three days after 
entry for what we believed to be a fresh chorioreti- 
nitis. On re-examination this was noted to be healed. 


Figure 6. Focal necrosis with surrounding granulom- 
atous reaction in right adrenal. Adjacent to the intact 
cortical cells is a zone of proliferating fibroblasts fol- 
lowed by epithelioid and giant cells then necrosis. The 
clear areas contain groups of cryptococci. PASH X 44. 


In the presence of fresh chorioretinitis, toxoplasmosis 
or cryptococcosis needed to be considered. They 
could not have been diagnosed or ruled out, 
however, by the data Mr. Rorabaugh had avail- 
able. The statement previously made that Klebsiella 
pneumoniae (Friedlander’s bacillus) looks much like 
Cryptococcus on solid-medium cultures is important, 
and it may explain the erroneous interpretation of the 
spinal fluid cultures at the previous hospital. Both 
organisms form so much mucoid material that they 
can be confused. They can, however, be differentiated 
by Gram staining, because Klebsiella is a short rod 
whereas Cryptococcus is a spherical organism. The so- 
called “histolytic’” and “neoformans” attributes of 
Torula have been explained by Dr. Hieger. I believe 
that we need to be more concerned with the cryptic 
nature of Cryptococcus, the fact that it is hidden and 
usually difficult to find. I made a survey of laboratory 
technicians to determine whether they knew what 
Cryptococcus ot Torula was, and in most instances 
got a negative answer. All medical students have stud- 
ied this fungus in their pathology and microbiology 
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Figure 7. Typical cryptococcic meningitis with mono- 
nuclear exudate (below and left) which extends along 
perivascular spaces into cortex, forming cyst-like dilata- 
tion (above). From a different case. PASH X 44. 


courses, and it is basically the physician's and the 
medical student’s responsibility either to look at the 
specimen himself or to take it to the laboratory and 
verify that the technician knows exactly what exam- 
ination is requested. Dr. Hieger made smears himself 
and identified the organisms, and that is the way it 
should be done. 

We see here a rather typical case of cryptococcosis 
involving two sites where there is least resistance. The 
meninges are involved owing to the limited phagocytic 
and digestive ability of the mononuclear cells in the 
central nervous system. The adrenal infection was aid- 
ed by the endogenous production of corticoids, locally 
depressing immunity. The histologic reaction and the 
necrosis were rather suggestive of tuberculosis (Fig- 
ure 3). Ordinarily there is little or no necrosis in 
cryptococcosis (Figure 7). I have recently seen a sim- 
ilar reaction, and both patients had been treated with 
corticoids. Probably the tendency to necrosis in the 
meninges was augmented by corticoid therapy. Also 
the corticoid-induced adrenal hypofunction permitted 
fibroblastic proliferation around the focus of necrosis 
in the adrenal (Figure 6). Ordinarily, the high corti- 
coid levels in the adrenals prevent fibroblastic pro- 


liferation, and necrosis is progressive, leading to Ad- 
dison’s disease. 


Summary 


Dr. Delp: The physical diagnostic evidence to be 
found in the history and examination suggested a 
form of chronic meningitis. At this point the diagnos- 
tic routine broke down with failure to demonstrate 
the Cryptococcus in the spinal fluid. It seems unlikely 
that the outcome could have been changed, but the 
fact that laboratory evidence with its vagaries was 
accepted all too implicitly seems clear. 


Pathological Anatomical Diagnosis 


Necrotizing cryptococcal meningitis and ependymi- 
tis with multiple recent infarcts involving the cerebral 
cortex, basal ganglia, brain stem, and cerebellum. 

Hyperemia and edema of the brain, 1545 grams. 

Adrenal vein thrombosis with subtotal infarction, 
left. 

Acute bronchitis and bronchiolitis. 
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Study of Amines and Enzymes 


Basic research at the National Heart Institute on 
the functions of amines as brain hormones and on 
the enzymes that make and destroy those chemicals in 
the human body is leading to the development of 
drugs which may be useful against hypertension, epi- 
lepsy, and mental illness. 

The amines of greatest current interest are sero- 
tonin and norepinephrine. These are found in the 
brain and other body tissues, where they may influence 
blood pressure, and other functions that are beyond 
conscious control. 

The drugs under study are compounds which coun- 
teract monoamine oxidase (MAO), an enzyme which 
normally destroys these amines in the body. Many of 
the effects of these MAO-inhibiting drugs are thought 
to be due to the accumulation of serotonin and norep- 
inephrine in tissues. Other amines still undiscovered 
may also be involved. 

Because the amines destroyed by MAO have a role 
in controlling blood pressure, scientists have been ex- 
ploring the blood pressure effects of the MAO inhib- 
itors. One unusually powerful inhibitor, 1-phenyl-2- 
hydrazinopropane, or JB 516, has been found by Dr. 
Louis Gillespie, Dr. Luther Terry, and Dr. Albert 


q 
| 
j 
| 
j 
| 
j 
j 
j 
i 
| 


MAY, 1959 


Sjoerdsma, to lower blood pressure in hypertensive 
patients. The antihypertensive effects of JB 516 ap- 
pear from these clinical studies to resemble those of 
certain drugs in wide use against hypertension but to 
lack their undesirable side effects of blurred vision, 
constipation, dry mouth, and sexual impotence. 

It is too early to determine whether JB 516 itself 
will be of value against hypertension. Only long usage 
will show whether it may have its own side effects. 
But the findings indicate that MAO inhibition may 
represent a promising new approach to the treatment 
of hypertension. 

MAO inhibitors have also been found by Drs. 
Darwin Prockop and Parkhurst Shore, working under 
the direction of Dr. Bernard Brodie, to block the 
convulsions that result from electric shock and the 
stimulant drug Metrazol in animals. Because the 
convulsive response to these agents has been a reli- 
able test for screening anti-epileptic drugs in the 
past, these findings give hope that MAO inhibitors 
may be useful against the convulsions of epilepsy. 
All of three MAO inhibitors studied blocked the 
electroshock and Metrazol seizures in animals, but 
JB 516 was again the most effective. With all three, 
the anticonvulsant effect was shown to be mediated 
by a rise in the brain amines. 


Diagnosis of Virus Diseases 


The development of a new method which enables 
medical authorities to diagnose more quickly such 
infectious virus diseases as influenza, measles, mumps 
and chickenpox has won for its originator one of 
the nation’s top honors in the field of public health. 

Dr. Albert H. Coons, visiting professor of bac- 
teriology and immunology at the Harvard Medical 
School and Career Investigator of the American 
Heart Association, received the eighth annual Kimble 
Methodology Research Award at the Conference of 
State and Provincial Public Health Laboratory Direc- 
tors in St. Louis. 

Dr. Coons’ method uses a fluorescent dye and 
ultra-violet light to search out infectious disease 
viruses. 

The key to the work which Dr. Coons and his 
associates began in 1941 is the fact that antibodies 
formed in the body to combat disease are specific— 
for example, an antibody against influenza will react 
only with an influenza virus. Such antibodies may 
be tagged with a fluorescent dye so that they will 
glow under ultra-violet light. 

To find a celf infected with a virus such as influ- 
enza, serum containing tagged influenza antibodies 
is put on a slice of tissue. The antibodies will adhere 
only to the influenza virus. When made to glow 
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under a microscope, the presence of the specific virus 
is not only detected but accurately located within 
the cell. 

The importance of Dr. Coons’ method is the fact 
that the building blocks of all living things, and the 
chemical processes they are able to carry out, depend 
on complex chemical substances which often can only 
be sorted out by the specificity of antibodies. A 
labelled antibody, therefore, can search them out 
and place them in the spotlight of the scientific eye. 


Home and Industrial Accidents 


In home accidents, which is the most dangerous 
room in the house? Over 50 per cent of fatal home 
accidents occur in the bedroom, according to Parke, 
Davis and Company in its publication for physi- 
cians. This figure is more than three times higher 
than the accident rate in the next most dangerous 
areas, the living and dining rooms. 

In industry, coal-mining remains the most dan- 
gerous occupation, although coal-mining injuries 
have decreased 64 per cent in the past eight years. 
Injuries incurred in the manufacture of railroad 
equipment carry the greatest danger of permanent 
disability, followed by injuries to employees in auto- 
mobile manufacture. Most industrial injuries, how- 
ever, involve only temporary disability. 

In both industrial and nonindustrial accidents, 
there seems to be a diurnal cycle. 

The publication reports on a study showing that 
the industrial accident rate was highest at 10 a.m. 
and again at 3 p.m. during the day shift, and in the 
first few hours of work during the night shift. An- 
other study of nonindustrial accidents showed that 
late afternoon, from 3 to 5 p.m., and late evening, 
from 8 to 11 p.m., were the times when nonindus- 
trial accidents reached peaks. 

Who takes care of the accident patient? The gen- 
eral practitioner sees more than 60 per cent of all 
accident patients, although they account for only 
about 10 per cent of his time as compared to more 
than 40 per cent of the orthopedist’s time. 

Financially, accidents impose a tremendous bur- 
den, costing the nation $11.2 billion annually. Ac- 
cidental deaths have been responsible for 8 to 9 per 
cent of life insurance death claims each year since 
1950, being exceeded only by claims resulting from 
death due to diseases of the heart and cardiovas- 
cular-renal system, and to malignant neoplasms. 


During 1957, there were 1,300 fewer highway 
traffic fatalities than in the previous year. 
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PRESIDENT’S PAGE 


Dear DocrTor: 


This year begins the second century of existence of the Kansas Medical 
Society. What better time, then, to glance back into the past and look into 
the future? 

Our society's history is glorious. Many Kansas doctors have made their 
mark on the national and world medical 
scene. Our leaders have been wise and 
have charted the organization safely over 
many troubled waters. We have a proud 
heritage. 

Kansas and American medicine face 
an uncertain future. Social and economic 
changes have occurred which are not to 
our liking. Legislation is pending which 
will further alter the ‘free enterprise’’ sys- 
tem of medicine we cherish. Only by con- 
certed effort may these changes be averted. 

One of the difficult matters confronting 
your leaders is to know the wishes and de- 
sires of its members. Many of you will 
serve on committees and know intimately 
this phase of the Society's work. An ex- 
a ne pression from you requesting a committee 

appointment is earnestly solicited. 

A prime objective of this year will be to 
acquaint our members with your officers’ problems. In turn, we wish to be 
informed of any constructive plan you have to suggest for society action. 

An attempt will be made to indoctrinate and welcome new members. 
Your help in this matter is requested. Encourage your young colleagues to 
take part in medical society functions. Acquaint them with the functions 
and ideals of the Kansas Medical Society. They are the leaders of the future. 

Your acceptance of committee chairmanships and appointments has been 
most heartening. Your ideas and help, to make this 101st year a constructive 
one, will be most appreciated. 


Fraternally, 


Len 


| 
| 
| 
| i 
| 
4 
} 
| 
@ 
} 
i 
i i 
5 
4 ry 


ADVERTISEMENTS 


Underweight Children Gain and Retain Weight 
with Nilevar” 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown, S.S.; Libo, H.W., and Nussb A.H.: N 
in the Successful Management of Anorexia and “Weight Lag’ in 
Children, Scientific Exh at the Annual ern of the 
American Academy of Pediciton Chicago, Oct. 20-23, 1958. 


j 
31 
id 
i 
| 
| 
i 
if 
) 
| 
j 
. 
i 


WITHOUT STEROIDS 


arthritic state.. 


WITHOUT STEROIDS 
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Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 
mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


Each tablet contains: Bunim, J.J.» and Polley, Ninth inters 
Acetylsalicylic acid (5 gr.)........300 mg. «ational Congress on Rheumatic Diseases, 
Para-aminobenzoic acid (5 gr.)....300 mg. Joint Committee, Medieal Research Couneit & 
ie 

50 mg. Arthritis, British Medical Journal (April 13) 
Dried aluminum hydroxide gel....100 mg. mi 
All Buffered Pabirin is sodium- and 

potassium-free. 


Dosage: Two or three tablets 
3 or 4 times daily. 


Buffered P abi [ 


Photographs show 2-stage 
Tandem Release disintegration. 


SMITH-DORSEY: a division of The Wander Company - Lincoln, Nebraska + Peterborough, Canada 
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The results of administering Delalutin before the 12th week of gestation to 82 women with 
habitual abortion were reported recently by Reifenstein.1 Every patient had experienced 
at least three consecutive abortions immediately preceding the treated pregnancy. More than 68% 
of these women were delivered successfully and uneventfully following Delalutin therapy. 


Boschann,? in a study of pregnancies with threatened abortion, found that: 
37% of 73 pregnancies were carried to term without progestational therapy 
64% of 42 pregnancies were salvaged by progesterone 
83% of 73 pregnancies were salvaged by Delalutin 


Eichner,® found that with Delalutin fetal salvage of infants below term weight (1000 to 
2000 gm.) was significantly improved. 

108 (76%) of 142 babies of this birth weight survived without progestational therapy. 

16 (100%) of 16 babies of this birth weight survived with Delalutin therapy. 

A comparison study was made of a group of repeated aborters treated with Delalutin, and a 
group with a similar history treated with bed rest and sedation.* Pregnancy salvage 

with Delalutin was twice that of the control group. Delalutin was found to be “highly active,” 
well-tolerated and long-acting. 


Delalutin offers these advantages over other progestational agents: 
¢ longer-acting and more sustained therapy 
* more effective in producing and maintaining a completely matured secretory 
endometrium 
* no androgenic effect 
® more concentrated solution requires injection of less vehicle 
* unusually well-tolerated, even in large doses 
© requires fewer injections 
¢ low viscosity makes administration easier 


DELALUTIN is also potent and safe therapy for: threatened abortion; post- 
partum after-pains; amenorrhea, primary and secondary ; dysfunctional uterine 
bleeding not associated with genital malignancy; infertility with inadequate 
corpus luteum function; production of secretory endometrium and desquama- 
tion during estrogen therapy; premenstrual tension; dysmenorrhea; cyclomas- 
topathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and Dosage: Because of its low viscosity, Delalutin may be 
administered with a small gauge needle (deep intragluteal injection). Complete 
information on administration and dosage is supplied in the package insert. 


Supply: Delalutin is available in vials of 2 and 10 cc., each cc. containing 125 
mg. of hydroxyprogesterone caproate in sesame oil, and benzyl benzoate. 


References: 1. Reifenstein, E. C., Jr.: Annals N. Y. Acad. Sci. 71:762 (July 30) 1958. 2. Boschann, 
H-W.: ibid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst. and Gyn. 76:279, 1958. 


Squibb Quality—the Priceless Ingredient 


‘Delalutin’® is a Squibb trademark 
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ADVERTISEMENTS 


Financing Your New Clinic Building 


Early in your planning for your new clinic or medical practice building, you will meet 
the question of financing its construction. 


We would like to suggest a consultation with the Mortgage Loan Department of 
Farmers & Bankers Life. Over the past twenty years we have made a number of first 
mortgage loans to doctors throughout the state, for the construction of their own clinic 
or office buildings. 


Ours is a Kansas-incorporated company which has been in business for 47 years, with 
home offices in Wichita and assets currently exceeding $44 millions. We shall welcome 
an opportunity to take part in your planning — in strictest confidence and without 
obligation to you. ° 


Farmers & Bankers Life 


INSURANCE COMPANY ¢ HOME OFFICE,WICHITA 


Mortgage Loan Department 


THERAPY 


EQUIPMENT & 
PATIENT 


ALL THE NECESSARY EQUIPMENT — REGULATORS, HUMIDIFIERS, — RENTAL 
FLOWMETERS, CATHETERS, MASKS, CANNULAS—INCLUDING HIGH OR 
PURITY OXYGEN FOR THE TREATMENT OF THE OUT PATIENT. PURCHASE 
REGULAR TRUCK DELIVERY SERVICE THROUGHOUT KANSAS 
KANSAS 7 OXYGEN, | INCORPORATED 
©, BOX 551 HUTCHINSON, KANSAS PHONE MOHAWK 5-5551 
Please accept this invitation to visit the Kansas Oxyge 
0 a F N ee ii 0 i § E Plant at the extreme east end of Carey Boulevard, 8 to 
Monday through Friday; other times by appointment. 
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CONTROL 


all day 


NEW 


oxyphencyclimine hydrochioride 
TABLETS 


all night Z 


patient comfort 
Natural Prolonged Action-The action of DARICON, a more potent and better tolerated anticholinergic, is 
consistently prolonged because it has a unique chemical structure and is not dependent on “mechanical” 
means (e.g., special coating, adsorption on ion-exchange resin). 
In addition to peptic ulcer, DARICON is also indicated for other gastrointestinal disorders characterized by 
hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome, chronic nonspecific ulcerative 
colitis and biliary tract disease). 
Dosage: 10 mg. b.i.d. (morning and evening), Supply: Tablets, 10 mg., white, scored. Bottles of 60 and 500. 
* Trademark 
yizer) Science for the world’s well-being 
PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 


EVEN REFRACTORY CASES RESPOND 
Brooklyn 6,N. Y. 
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New Way 


to relieve pain 
and stiffness 
in muscles 
and joints 


INDICATED IN: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


WHIPLASH INJURY 


BURSITIS 


SPRAINS 


TENOSYNOVITIS 


FIBROSITIS 


FIBROMYOSITIS 


LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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Exhibits unusual analgesic properties, different from those 
of any other drug Specific and superior in relief of SOMAtic pain 
Modifies central perception of pain without abolishing natural 


defense reflexes Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


More specific than salicylates Less drastic than steroids 


More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with SOMA than with any previously used analgesic, sedative or 


relaxant drug. 
Soma also relaxes muscle hypertonia, with its stresses on related joints, 


ligaments and skeletal structures. 


Acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours, 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY TO use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SUPPLIED: Bottles of 50 white sugar-coated 350 mg. tablets. 


Literature and samples on request. 


® 
Wy WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 


TASTES 
LIKE | 
SALT 


Neocurtasal 


New Neocurtasal embodies the 
characteristic tang, grain and texture of 

regular table salt. Now whether food is seasoned 
by New Neocurtasal or salt — few patients 

detect the difference. Insipid dishes are rendered 
more palatable, tiresome diets less exacting. 


When you must say “no salt,” New Neocurfasal 
effectively cushions the blow. In selecting a 
most suitable replacement for’salt, more and more 
physicians observe that New Neocurtasal 
assures close adherence to diet and the utmost 
in patient cooperation. 


“An Excellent 
Salt Replacement” 


conyenient 2 oz. shakers 
and 8 oz. bottles. 


rtasal’ 


in 


Contains potassium chloride, potassium 
glutamate, glutamic acid, calcium sili- 
cate, potassium iodide (0.01%). 


When Diuresis Is a ““Must’’- 
SALYRGAN THEOPHYLLINE 


Parenteral Oral 


Neocurtasal and Salyrgan (brand of 
reg. U.S. Pet. Off. 


LABORATORIES NEW YORK 18, N.Y. 
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ADVERTISEMENTS 


restore normal sinus rhythm 


1. Premature ventricular 


contractions 


8. Paroxysmal ventricular tachycardia 


in arrhythmias 


hydroxyzine More 
pamoate that) 
* 


SPECIFIC ANTIARRHYTHMIC EFFECT 
Vistaril is effective in ventricular extrasystoles and paroxysmal 
tachycardias (both auricular and ventricular). 


plus 
PSYCHOTHERAPEUTIC POTENCY 


proven calming action indicated for arrhythmia patients. 


and 
THE OUTSTANDING SAFETY 


of Vistaril as compared to other antiarrhythmic drugs in general 
use has been noted by investigators. 

THE FOLLOWING DOSAGE REGIMEN IS RECOMMENDED 
(individualized by the physician for maximum effectiveness): 
PARENTERAL DOSAGE: 50-100 mg. (2-4 cc.) I.M. stat., and 
q. 4-6 h., p.r.n.; maintain with 25 mg. b.i.d. or t.i.d. In acute emergency, 
50-75 mg. (2-3 cc.) I.V. stat.; maintain with 25-50 mg. (1-2 cc.) LV. 
q. 4-6 h., p.r.n. 

ORAL DOSAGE: Initially, 100 mg. daily in divided doses until ar- 
rhythmia disappears. For maintenance or prophylaxis, 50-75 mg. daily in 
divided doses. 

SUPPLY: Vistaril Capsules, 25 mg., 50 mg. and 100 mg. Vistaril 
Parenteral Solution, 10 cc. vials and 2 cc. Steraject® Cartridges. Each ce. 
contains 25 mg. (as the hydrochloride). 


> Science for the world’s well-being 


References: 1. Burrell, Z. L., 


PFIZER LABORATORIES et al: Am. J. Cardiol, 1:624 
(May) 1958. 2. Hutcheon, D. E., 

Division, Chas. Pfizer & Co., Inc. a: 

Brooklyn 6, N. Y. Therap., 118:451 (Dec.) 1956, 
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ADVERTISEMENTS 


AMES 


CLINICAL BREEFS FROM MODERN PRACTICE 


What differentiates “renal diabetes” (renal 


glycosuria) from diabetes mellitus? 


Blood sugar levels. In renal glycosuria they are normal; in untreated diabetes, 
fasting blood sugars are usually 130 mg.% or over and postprandial levels 


170 mg.%, or more. 


Source: Joslin, E. PR; Root, H. E; White, PR, and Marble, A.: The Treatment of Diabetes 
Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, pp. 701-702. 


A“URINE-SUGAR PROFILE” FOR 
CLOSER CONTROL 


The new CLINITEST Urine-Sugar 
Analysis Set contains an improved 
Analysis Record form that enables 
even closer control of the moderate 
and the severe diabetic. Daily urine- 
sugar readings may be connected to 
produce a graph—a day-to-day 
“profile” that reveals at a glance 
individual trends and degree of 
control. 


color-calibrated 


LLL 


T 


t 


ANALYSIS RECORD 


FOR EVEN BETTER CONTROL OF THE 
MODERATE AND THE SEVERE DIABETIC 


the STANDARDIZED 
urine-sugar test for reliable 
quantitative estimations 
“...the most satisfactory 
method for home and 
Office routine testing.”* 


*GP 16:121 (August) 1957. 
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COMPANY, INC 
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ADVERTISEMENTS 


when pollen allergens 
. attack the nose... 


ia 


Triaminic provides more effective therapy in 
“+ respiratory allergies because it combines two 
antihistamines’ with a decongestant. 


These antihistamines block the effect of histamine on the nasal 
and paranasal capillaries, preventing-dilation and exudation.* 
This is not enough; by the time the physician is called on to 
* ., provide relief, histamine damage is usually present and should 
* counteracted. 


. 


decongestive action of orally active phenylpropanolamine 
helps contract the engorged capillaries, reducing congestion 


tion and rebound congestion.®:7 TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 


and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis.*:5 
= 27 aes TRIAMINIC is orally administered, systemically distributed and 
eee Pe reaches all respiratory membranes, avoiding nose drop addic- 
bd 


References: 1. Sheidon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, Kg A 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 — 
1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: 

Med. 5:1183 (Sept.) 1968. 


Triaminic 


TRIAMINIC provides around-the- wy Also available: TRIAMINIC SYRUP for those 


clock freedom from hay fever and : py 
other allergic respiratory symp- patients of all ages who prefer a liquid 


toms with just one tablet q. 6-8 h. medication. Each 5 ml. teaspoonful is 
because of the special timed- equivalent to 14 Triaminic Tablet or 4 
release design. 
Triaminic Juvelet. TRIAMINIC JUVELETS 
Each TRIAMINIC timed-release tablet provides: provide half the dosage of the Triaminic 
Phenylpropanolamine PI Bisicsicsvnses 50 mg. Tablet with the same timed-release action 
Pheniramine 25 mg, 
Pyrilamine maleate 25 mg. for prompt and prolonged relief. 


QD emning noses &, &. and open stuffed noses orally 


SMITH-DORSEY ¢ a division of The Wander Company « Lincoln, Nebraska ¢ Peterborough, Canada 
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SQUIBB ANNOUNCES 


ADVERTISEMENTS 


RAUDIXIN 
Squibb Standardized 
Whole Root Rauwolfia Serpentina 


FLUMETHIAZIDE 
POTASSIUM CHLORIDE 


THUS SQUIBB OFFERS YOU GREATER LATITUDE IN SOLVING THE PROBLEM OF 


HYPERTENSION 


WITHOUT FEAR OF SIGNIFICANT POTASSIUM DEPLETION? 


Rautrax combines Raudixin with flumethiazide — the new, safe 
nonmercurial diuretic — for control of all d of hyperten- 
sion. Clinicians report it safely and rapidly eliminates excess 
extracellular sodium and water without potassium depletion.!-3 
Potassium loss is less than with any other nonmercurial diuretic.1 
Moreover, the inclusion of supplemental potassium chloride in 
Rautrax provides added protection against potassium and chlo- 
ride depletion in the long-term management of hypertension. 


Through this dependable diuretic action of flumethiazide, the 
clinical and subclinical edema — so often associated with cardio- 
vascular disease — is rapidly brought under control.2-5 And once 
Rautrax has brought the fluid balance within normal limits, 
continued administration does not appreciably alter the normal 
serum electrolyte pattern. Flumethiazide also potentiates the 
antihypertensive action of Raudixin. By this unique dual action, 
a lower d of each ingredient effectively maintains safe 


antihypertensive therapy. 


Dosage: 2 to 6 tablets daily in divided doses 
initially; may be adjusted within range of 1 
to 6 tablets daily in divided doses, Note: In 
patients already on ganglionic 
blocking agents, veratrum and/or hydrala- 
zine, the addition Rautrax necessitates an’ 
immediate dosage reduction of these agents 
by at least 50%. A similar reduction is neces- 
sary when these agents are added to the 
Rautrax regimen. 
Supply: Capsule-shaped tablets supplying 50 
mg. of Raudixin, 400 me, of flumethiazide, and 
400 mg. of potassium chloride, bottles of 100. 
References: 1. Moyer, J. H., and others: Am. 
J. Cardiol., 3:113 (Jan.) 1959. « 2. *° 
and others: To be published, Am. J. Cardiol., 
(April) 1959. «+ 3. Fuchs, M., ers: 
Monographs on Therapy, 4:43 5% 1959. 
¢ 4, Montero, A. C.; Rochelle, J. B., and 
Ford, R. V.: To be published. + 5. Rochelle, 
. B., III; Montero, 
‘© be published. 
LITERATURE AVAILABLE ON REQUEST. 
“RAUDIXIN®” AND ‘RAUTRAX” ARE SQUIBB TRADEMARKS 


Squibb Quality — the Priceless Ingredicat 
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SPOON 


GOOD SULFA! 


it’s 
delicious 
-cherry- 
flavored for children 
| 
ACETYL PEDIATRIC SUSPENSION sid 


N! Acety! Sulfamethoxypyridazine Lederle 


just 1 dose a day... achieves rapid therapeutic levels ...sustained for 24 hours... extremely low incidence 
of sensitivity reactions and renal complications... convenient, highly economical ... : 


ALWAYS ACCEPTABLE...WHENEVER SULFAS ARE INDICATED 


Recommended dosage: first-day dose is 1 teaspoonful (250 mg.) for each 20 Ibs. body weight up to 80 Ibs. For each day 
thereafter, 42 teaspoonful for each 20 Ibs. For 80 Ibs. and over, use adult dosage of 4 teaspoonfuls (1.0 Gm.) initially, 
and 2 teaspoonfuls (0.5 Gm.) daily thereafter. Administer immediately after a meal. j 


Supplied: Each teaspoonful (5 cc.) contains 250 mg. of sulfamethoxypyridazine activity. Bottles of 4 and 16 fl. oz. : 


_ ea LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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TRICHOMONAS 
MONILIA 
BACTERIA 


welcome clinical advance... 
effective medication 


in an appealing form 


Soft and pliant as a tampon, the Milibis vaginal suppository offers proved therapeutic 
action* in a vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL -The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


® 
M | LI 5 S Vaginal Suppositories 


Now supplied with LABORATORIES 


plastic applicator New York 18, N.Y. 
SUPPLIED ‘ a, *97 per cent effective in a study of 564 cases 
ith li ACEMENT 94 per cent effective in a series of 510 cases. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 
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at Pandeli’s 12 hours 


You can prescribe 

these Schering products 

in REPETAB form 
CHLOR-TRIMETON® REPETABS, 
and 12 mg. 


idamine Maleate 
TRILAFON ® REPETABS, 8 mg. 
perphenazine 
POLARAMINE* REPETABS, 6 mg. 


dextro-chlorpheniramine maleate 
PRANTAL® REPETABS, 100 mg. 
diphemanil methylsulfate 
GYNETONE® REPETABS, 


.02 and .04 mg 
combined 


DEMAZIN® REPETABS, 4 mg. 
Chlor) n plus phenylephrine 


% 


sust ained high therape 
of th e oné-dase convenience you want for your c 
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PLAN NOW 70 ATTEND THE 


108th ANNUAL MEETING oF tHe 
AMERICAN MEDICAL ASSOCIATION 


June 8-72, 1959, Atlantic City, New Jersey 


cal of the hundreds of speakers _ mee ch 
for presentation: 


SYMPOSIUM ON HEPATIC DISEASES 


Newer Concepts of Bilirubin Metabolism" 
David ‘Schachter, New York City, New York | 


‘Hepatic come’ Its Physiologicand Chemical Basis" 
S.-P. ‘Bessman, Baltimore,. Maryland 


rrent Problems i in Hepatic Pathology"’ 
|. N. Dubin, Philadelphia, Pennsylvania 


urrent Knowledge of Viral Hepatitis”’ 

Joseph Stokes, Jr., Philadelphia, Pennsylvania 

: “Radiography in the Diagnosis of Hepatic Disease"’ 
John ‘R. Hodgson, Rochester, Minnesota 


“Newer Concepts of Cirrhosis" 
Gerald Klatskin, New Haven, Connecticut 


DISCUSSION ON HEPATIC DISEASES 
Moderator—Cecil Watson, Minneapolis, Minnesota 


| 
| 
| 

| 

| 300 scientific exhibits...57 Typ 

seminars and sectional meetings... 
a medical motion pictures daily 
closed-circuit telecasts. | 

Chil rth featured in largest com: 
“bined Session ever offered by 
Seven sections—Obstetrics and Gy- | 
fics; Preventive Medicine; General 
_ Practice; Diseases of the Chestand. | 
Nervous and Mental Diseases pre-_ 
_ morning long symposium. 

_ Liver diseases presented in.a com- 
bined symposium and panel’session. | 

family “or advance hotel and meeting | 

playgro ind. The fabulous 4) registration information write i 
Boardwalk and world renowned Convention Services, 
Pier are focal points American Medical Associatior 
of interestatthis famous’ - .. §35 North Dearborn Stree 


ADVERTISEMENTS 


Clinical findings in 900 patients 
show the 
selective antihypertensive action 


of Singoserp 


IN 736 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 


e more than half of these patients suffered from moderate 
to severe hypertension 


e more than half of the cases involved hypertension of at 
least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 


Chart shows gratifyingly low incidence of side effects in 233 
patients given Singoserp with no other antihypertensive 
medication 


Lethargy 

Headache 
Gastrointestinal upset 


Vertigo 
Nasal congestion 


posace: Initially, 1 to 2 tablets (1 to 2 mg.) daily. 
suppiieD: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 
Samples available on request. Write to CIBA, Box 277, Summit, N.J. 


(syrosingopine CIBA) 


CIBA 


SUMMIT, N.d. 


a major 
improvement 
in rauwolfia 


a major 
advance in 
antihypertensive 
therapy 
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ADVERTISEMENTS 


Acne 


Routine cleansing with pHisoHex augments 
standard acne therapy. “No patient failed to 
improve.”? pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


(antibacterial detergent, nonalkaline, nonirritating, 


tips the balance for superior results 


1. Hodges, F.T.: 


GP 14:86, Nov., 1956. 


LABORATORIES 
New York 18, N.Y. 


CHRONIC 
BRONCHITIS 


INFECTIOUS 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


*Reg. U.S Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River. New York 
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ADVERTISEMENTS 


To the relief of musculoskeletal pain, 


MEDAPRIN’ 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.t Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 

Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
e@ 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
e@ 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate, as buffer 


* PRADEMARK TRADEMARK, REG. U.S. PAT. OFF, METHYLPREONISOLONE, UPJOHN 


OF DESIRED EFFECTS TO UNDESIRED EFFECTS — 
| | 


The Upjohn Company, Kalamazoo, Michigan 
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ADVERTISEMENTS 


The Vent-Air Contact 
_Lens Center in your area 
_is your referral office for: 
complete information re- 

garding contact lenses... 

_ for the precise filling of 

our patients’ prescrip- 
tions... and for the 
ting of all contact lense 

A complete service « 

essly planned for t 

dical profession ai 

s patients under 
immediate aegis of 


@ Its wide tange of sh 
radii (5.0 to 10.00mm) 
permits extremes of kera- 
toconic and megaloglobic 
_ dimensions to be fitted. 


@ Vent-Air lenses are 
- custom-fitted in uni-, bi-, 
_or tri-curve radii con- 

forming to corneal peri- 
 pheral asphericities. 


- In addition to the Vent- 
__ Air lens, all other types 
_ of scleral and corneal 
lenses are available to 
meet your patients’ le 
vidual needs. 


CONTACT LENS LABORATORIES - NEW YORK 26, 8 N.Y. 
Write for the address of center nearest you. 


— 
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the first true tranquilaxant* 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranguillus, 
quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new orally administered 
nonhypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of 
musculoskeletal and neurologic conditions 
and also exerts a marked tranquilizing effect 
in anxiety and tension states. 


Unrelated chemically to any other drug in 
current use, Trancopal offers a completely new 


major chemical contribution to therapeutics. 


\ 


ii Chlormezanone: 2-(4-chlorophenyl)-3- 
methyl-4-metathiazanone-1-dioxide 


: 
r 


Thoroughly evaluated clinically... 


Clinical studies of 4092 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 
emotionally upset patients than can any other chemotherapeutic agent in current use. 


In musculoskeletal conditions 


effeetive in of patients 


| INDICATIONS 
E | Low back pain (lumbago) Neck pain (torticollis) 
| Bursitis Rheumatoid arthritis 
| Osteoarthritis Disk syndrome 
| Fibrositis Joint disorders (ankle sprain, 
Myositis tennis elbow, etc.) 


Postoperative myalgias 


: | By relieving muscle spasm and pain, Trancopal permits early and active purposeful 
| exercise and physical therapy to accomplish maximal benefits for rapid recovery. 


rancopal 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief of symptoms 
occurs in fifteen to thirty minutes and lasts from four to six hours. 
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In anxiety and tension states: 


effeetive in of patients 


/ 


INDICATIONS 
Anxiety and tension states Dysmenorrhea 
Premenstrual tension Asthma 
Emphysema Angina pectoris 


Because of its exceptional calmative property, Trancopal “...allows the patient to 
use his energies in a more productive mamner in overcoming his basic problem.” 


MUSCULOSKELETAL 
CONDITIONS 


PSYCHOGENIC 
CONDITIONS 


1163 Patients TOTAL 4092 Patients 
MAJOR IMPROVEMENT 
84% 


Of the total patients treated, Trancopal produced excellent results in 43 per cent, good 
results in 41 per cent, fair results in 6 per cent, and poor results in 10 per cent. 


Better tolerated and safer than older drugs’ 


With Trancopal there is no clouding of consciousness, no euphoria or depression. Even 
in high dosage, there is no perceptible soporific effect. Because it does not irritate 
gastric mucosa, it can be taken without regard to mealtimes. Administration does not 
hamper work — or play. There are no known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes are unaffected by therapeutic dosage. 

Toxicity is extremely low. And Trancopal has a lower incidence of side effects than 
has zoxazolamine, methocarbamol or meprobamate. 


= 
| 2929 Patients 
OM 


Comparison with 3 widely used central relaxants 


When compared with three widely used central relaxants for activity, safety and clinical effectiveness, 
Trancopal offers definite desirable advantages. 


for actiwity 


| ice. —— . : In the usual human dose, Trancopal is four to ten 
TRANCOPAL Meprobamate Zoxazolamine = Methocarbamol times as potent per milligram. 


Mice=LD.,, 


Safety Ratio = 
Usual Human Dose 


for safety 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe or up to 
thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


TRANCOPAL Meprobamate Zoxazolamine Methocarbamol 


for clinical effectiveness 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of the 40 
patients received all four drugs in random rota- 
tion for several days. Although each of the four 


. nye gave some relief, only the one providing the most 


TRANCOPAL Meprobamate Methocarbamol Zoxazolamine effective relief was recorded. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Cooperative Study, Department of Medical Research, Winthrop Laboratories. * 2. Gans, S.E.: To 
be published. + 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 


the first true tranquilaxant eee 
MUSCLE RELAXANT 
al ... Equally effective as a 
TRANQUILIZER 


Trancopal (brand of chlormezanone) and Caplets, ithiop Laboratories New York 18, New York 


Printed in U.S. A. 3-59 (4027) 


trademarks reg. U.S. Pat. Off. 
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ADVERTISEMENTS 


new for total 
Management 


itching, 
inflamed, 


skin lesions 


| Kenalog, Spectrocin and Mycostatin in Plastibase g 


ointment 


antipruritic /anti-inflammatory /antibacterial/ antifungal 


Mycolog Ointment — containing the new superior topica! corticoid Kenalog — re- 
duces inflammation,** relieves itching,"? and combats or prevents bacterial, 
monilial and mixed infections.*” It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients ... obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.”® 

For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation** — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.**® 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triame 
cinolone acetonide, 2.5 mg. ycin’ base, 0.25 mg. gramicidin, and 100,000 units nystatin in prastiease. 
References: 1. Shelmire, J.B., Jr.: M hs on Therapy 3:164 (Nov.) 1958.+ 2. Nix, T.E., Jr., and Derbes, V.J.: 
Monographs on Therapy 3:123 (Nov.) 1958. - 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 
1958. + 4. Sternberg, T.H.: Newcomer, V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 
Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. + 6. Smith J.G., Jr.; Zawisza, R.J., and 
Blank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. + 7. Monographs on Therapy, 3:137 (Nov.) 1958. + 8. 
Howell, C.M., Jr.:-North Carolina M.J. 19:449 (Oct.) 1958. + 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7¥% cc. 
plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. neomycin base and 
0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1%—15 cc. plastic squeeze 
bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. 
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Dermatitis repens |with staph 
and. monilia| 7 weeks duration 


Infectious eczematoid dermatitis 
of ankle—5 years duratign 


Squibb Quality — the Priceless Ingredient 


mycostarin’®, 
ANO ‘KENALOG’ ARE SQUIBR TRADEMARKS 
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Patient A.S., age 53. PatHipaMateE (Tabs. jt.i.d. and H.S.); 


Intermittent crises of severe pain over 2 year prompt relief of symptoms. Radiograph 
period; hospital management with Sippy regimen (21 days later) confirms healing of minute lesser 
provided relief of symptoms; however, curvature gastric ulcer crater. 


symptoms recurred after each sojourn. 


predictable results in the control 


Meprobamate with Patuiton® Tridihexethyl Chloride* LepEeRLE 


Used prophylactically in anticipation of periods of emotional stress, or therapeuti- 
cally to relieve tension and curb hypermotility and hypersecretion, PATHIBAMATE 
is particularly well-formulated for the control of gastrointestinal disorders. 


PaTHIBAMATE combines Meprobamate (400 mg.) —the noted tranquilizer-muscle relaxant widely accepted for safe 
management of tension and anxiety states—and PATHILON (25 mg.) —an extremely well-tolerated anticholinergic, 
long noted for prompt symptomatic relief based on peripheral atropine-like action with few side effects. 

Indications: 

Duodenal ulcer, gastric ulcer, intestinal colic, spastic and irritable colon, ileitis, esophageal spasm, anxiety 

neurosis with gastrointestinal symptoms, gastric hypermotility. 

Supplied: 

Bottles of 100 and 1,000. Each tablet (yellow, 14-scored) contains Meprobamate, 400 mg.; Patuiton Tridihexethyl Chloride, 25 mg. 
Administration and Dosage: 

1 tablet three times a day at mealtimes and 2 tablets at bedtime. Adjust dosage to patient response. Contraindicated in glaucoma, 
pyloric obstruction, and obstruction of the urinary bladder neck. 


Also Available: PatuHiton in four forms — Tablets of 25 mg., plain (pink) or with phenobarbital, 15 mg. (blue); 
Parenteral — 10 mg./cc. — 1 cc. ampuls; 
Pediatric Drops — 5 mg./cc. — dropper vials of 15 cc. 


*Patumon is now offered as tridihexethyl chloride instead of the iodide, an advantage permitting wider use, since the latter 
could interfere with the results of certain thyroid function tests. 


LepErLE Laporatories, A Division of AMERICAN CyANAMID Company, Pearl River, New York 
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inhalation therapy 
WETS, THINS, LOOSENS PULMONARY SECRETIONS 


Voy ubchul W...|... BRONCHITIS 


BRONCHIAL ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 

CROUP 


Alevaire is administered by means of a nebulizer operated with 
an air compressor or oxygen. 


Supplied in bottles of 60 cc. for intermittent and 500 cc, 
for continuous nebulization. 


e 
LABORATORIES 
NEW YORK 18, N. Y. 


Alevaire, trademark reg. U.S, Pat. Off. 
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ADVERTISEMENTS 


ANKLE 
SPRAINED 


Of 
INFLAMED? 


_ ACCELERATE THE ¢ 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE 
*Reg- U.S. Pat. Off 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


ALL PHYSICIANS 
SURGEONS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 
Handsome Professional Appointment 
Book sent to you FREE upon request. 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 
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To assure 
good 
nutrition—_ 


a 


need not rely on “wishing” 


| Each double: layered Entozyme “As a comprehensive supplement to deficient natural 

Pepsin. NF. mg. secretion of digestive enzymes, particularly in older . 
—released in the stomach from — patients, ENTOZYME effectively improves nutrition by 


gastric-soluble outer coating = 
of tablet. _ bridging the gap between adequate ingestion and proper 


SOO digestion. Among patients of all ages, it has proved help- 
—released in the small intestine ful in chronic ‘cholecystitis, post: ‘cholecystectomy syn- 


from enteric-coated inner 
core. drome, subtotal gastrectomy, pancreatitis, dyspepsia, 


A. H. ROBINS CO.. INC. food intolerance, flatulence, nausea cand chronic nutri- 
20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 tional ‘distu 


For comprehensive digestive enzyme replacement— 
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ONE OF THE 
MOST 


SIGNIFICANT 
IMPROVEMENTS 


ANTACID 
THERAPY 


SINCE THE INTRODUCTION OF ALUMINUM HYDROXIDE 
IN 1929 


CREAMALIN 


ANTACID TABLETS 


Palin Antacid Tablet ¢ contains 320 mg. ‘specially proc- 
highly reactive, short polymer dried aluminum hydroxide 


i. _ with hexitol, with 75 mg. magnesium hydr oxide, 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

8. Neutralizes acid longer (more lasting relief) 
4. No constipation No acid rebound 

5. More pleasant to take 
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Quicker Relief - Greater Relief 


Acid neutralization with 10 leading antacid tablets* 


320 5 (per gram of active ingredient) 
300 CREAMALIN tablets 
ne 
280 | -: 
= 
260 
240 
220 A 
200 
D 
180 
B 
160 9 
Cc widely 
140 prescribed 
antacid 
120 tablets 
100 
80 
G 
H 
F 
40 
20 
0 MINUTES 
10 20 30 40 50 60 
Tablets were powdered and suspended in distilled water in a constant temperature container (37°C) equipped with mechanical 


stirrer and pH electrodes. Hydrochloric acid was added as needed to maintain the pH at 3.5. Volume of acid required was 
recorded at frequent intervals for one hour 


*Hinkel,E. T.. dr.. Fisher, M. P. and Tainter. M. L.. A new highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published 


| 


More Lasting Relief 


Duration of action at pH 3 to 5* 
(per gram of active ingredient) 


MINUTES 
0 10 20 30 40 50 60 
| new CREAMALIN 
Jo tablets 
Jc 
A 
9 widely prescribed 
antacid tablets 
F* 
G** 
H** 


r gastric nyperac.dity. be published 


No chalky taste. New CREAMALIN tablets are not 
chalky, gritty, rough or dry. They are highy pal- 
atable, soft, smooth, easy to chew, mint flavored. 


| | 
OH OH 
n 


n is at least 1 and averages less than 6. X is a cation. 


HO OH OH oO 

#8 | H | Il 

Al-—O-P Al—O—C-—OX | HEXITOL 
HO 


« NO ACID REBOUND + NOCONSTIPATION + NO SYSTEMIC EFFECT 
Composition:Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly 
reactive, short polymer dried aluminum hydroxide gel, stabilized with hexitol, 

with 75 mg. magnesium hydroxide. 


Adult Dosage: Gastric hyperacidity — 2 to 4 tablets as necessary. Peptic ulcer or 
gastritis — 2 to 4 tablets every two to four hours. Tablets may be chewed, swallowed with 


water or milk, or allowed to dissolve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


(}Jatthovop LABORATORIES + NEW YORK 18, NEW YORK 
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A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 


To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 62nd year) 

THE RALPH CLINIC is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE ° KANSAS CITY 6, MISSOURI _vites consultation with you con- 
cerning your patients with prob- 


Telephone VI. 2-3622 lems of excessive drinking. 


(A portfolio — 
about the Problem of Alcoholism is available upon request). 
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ADVERTISEMENTS 


RENTALS * SALES . 
HOSPITAL BEDS | WHEEL CHAIRS Medical Appliances 


INVALID LIFTS INVALID WALKERS 
* BRACE SHOP * Our medical appliance department does 


Certified orthotist and skilled technicians expert fitting of: 
on duty at all times 


Elastic hosiery Dorso-lumbar supports 
Breast prostheses Lumbo-sacral belts 
PETRO’S SURGICAL APPLIANCES Maternit 
618-20 Quincy Topeka, Kans. Ph. CE-40207 2 
Taylor back braces Maternity belts 
Rib belts Trusses 


Pelvic traction belts 


Prairie View Hospital Fitings by prescription only 


Newton, Kansas . 
Munns Medical Supply Company 
Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric Topeka, Kansas 
service of the Mennonite Central Com- 


mittee. Tenth and Horne Streets Telephone CE 5-5383 


Our 75th Year... : PENTAFORT 
of serving physicians of @ Provides BOTH fast and prolonged vaso- 
the Middle West with o oon for practical prophylaxis in angina 
high quality and rigidly 
Combines Two (Nitroglycerin and Penta- 
controlled pharmaceutical sable and economical dor 
proaucts. form. 
e@ Glyceryl Trinitrate (Nitroglycerin) 1/150 gr. 
& CASE CO. INC. me 


PEORIA, ILLINOIS 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


CLASSIFIED ADVERTISEMENTS 


INTERNIST WANTED to establish private practice with with growing practice in rural community. New clinic build- 
group of private practitioners in large office building in fast- ing, north central Kansas. Write the Journar 1-59. 
growing midwest city. Write the JouRNAL 2-59. PHYSICIAN WANTED for one year in northeast Kansas, 

good community, to replace physician leaving for postgraduate 
WANTED=G.P. surgeon with two years training to help training. Write the JouRNAL 3-59. 
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ADVERTISEMENTS 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

D. T. Ferraro, M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


AVOIDING 
MISUNDERSTANDING 
ON FEES 


MEDICAL PROTECTIVE. COMPANY 


Fort WAYNE, INDIANA. 


Professional Protection Exclusively 
since 1899 


KANSAS CITY Office: 

R. E. McCurdy, Rep. 
2020 Olathe Blvd., Apt. 305 
Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498) 


tH 


QUAD 


Quadamine GRANUCAPS® provide uniform and sustained therapeutic 
response. No excitation or sedation. Elevates the mood, protects against 
nutritional deficiencies, promotes activity and depresses the urge to eat. 


in obesity 
bring the... MOOD UP 


WEIGHT DOWN 
keep BLOOD PRESSURE LEVEL 


with 
AMINE 


AP 


G R A N 


Each GRANUCAP® (Sustained release) capsule contains: 


Sanctorius on his steelyard 
chair in the act of 
weighing himself for a 
metabolism experiment 


PAGE 826 


Samples and information 
on request. Write 

or ask your 

TUTAG representative 


Dextro Amphetamine Sulfate 15 mg. Vitamin C 30.0 ng. 
Amobarbital 45 mg. Ferrous Sulfate 20.0 mg. 
Vitamin A 6,600 Units Cobalt Sulfate 0.49 mg. 
Vitamin D 400 Units Copper Sulfate 2.8 mg. 
Vitamin B-1 1.6 mg. Sodium Molybdate 0.45 mg. 
Vitamin B-2 2.5 mg. Zine Sulfate 3.9 mg. 
Niacinamide 15.5 mg. Potassium lodide 0.13 mg. 


)S. J. TUTAG & COMPANY 
PAI 


DETROIT 34, MICHIGAN 
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FRACTURED 
TIBIA? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREP LECERLE 


*Reg U.S Pat Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 


Pearl River, New York 
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The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


& & 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


(brand of hydroxyzine) 


wel! suited for 


jatory patients who must 
machines 


“ability to decide commas 
has i increase the 


diminis 


atarax is “effective in 
controlling tension and 
jety.... Its safety makes 
excellent drug 


“RTARAX to reduce 
anxiety and restlessness, 
improve sleep patterns and 
make the child more amenable 
_ to the development of new — 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg. 3-6 years, one tablet t.i.d. : Sates Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : of 100. Syrup, pint bottles. 
Syrup 3-6 years, one tsp. t.i.d. : Parenteral Solution, 10 cc. 


over 6 years, two tsp. t.i.d. $ multiple-dose vials. . 
References: 1. J. On, 


For adult tension 25 mg. one tablet q.i.d. © etal: J. A 
and anxiety tablets A. M.: 
Syrup one tbsp. q.i.d. $ Pediat. Clin. North America 


e 5:573 (Aug.) 1958. 3. Ayd, F. J., 
e Jr.: New York J. Med. 57:1742 


For severe emotional 100 mg. one tablet t.i.d. 
* 58:1684 (May 15) 1958. 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- $ 5. 08 ay at al.: Presse 
and emotional Solution cularly, 3-4 times daily, at $ méd. 64:2239 (Dec. 26) 1956. 
emergencies 4-hour intervals. Dosage for  6.Bayart, J.: Presented at 
children under 12 not of 
established. : Denmark, July 22-27 1956. 


New York 17, N. Y. 
x Division, Chas. Pfizer & Co., Inc. 
° Science for the World’s Well-Being 


IN WORKING ADULTS 
° 
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relief from the suffering and 
mentai anguish of 


THORAZINE 


one of the fundamental drugs in medicine 


(Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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